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Several studies showed adolescents living in temporary housing face multiple 
risks. The Floating Hospital (TFH), a non-profit organization serving homeless families 
in New York City, created the Camp Rise Up intervention as a six-day overnight camp to 
address these risks via a 14-lesson curriculum on the following topics: 1) communication; 
2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 5)  puberty; 6) peer 
pressure; 7) pregnancy; 8) contraception; 9) gender and sexuality; 10) healthy 
relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 14) managing emotions and 
conflict negotiation. Evaluation of Camp Rise Up compared pre-camp to post-camp mean 
scores for stage of change, self-efficacy, knowledge and social support for five behaviors 
of focus: saying “no” to sex, if pressured to have sex; talking about the need to use a 
condom every time, if you have sex; saying “no” to drugs, if pressured to use them; 
saying “no” to alcohol, if pressured to drink; and ending unhealthy relationships, if being 
abused. A secondary analysis of existing data collected by TFH on their August 2019 
camp included a sample (n=24) that was 50.0% (n=11) Black, 36.4% (n= 8) Latinx, and  
13.6% (n=3) mixed race with 13 girls (54.2%) and 11 boys (45.8%) with mean age of 
13.26 (SD= 1.322, min=11, max=16). 
Results showed: a significant increase from pre-camp to post-camp for knowledge 
of how to say “no” to sex, if pressured (p=.002); self-rated knowledge for all 14 topics 
covered in the curriculum increased significantly from pre-lesson to post-lesson (p=.000); 
post-camp ratings for counselors, teachers, overall camp experience, and 14 lessons were 
all very good to excellent; and, majority of participants would recommend the camp to 
others, diffusing the innovation of Camp Rise Up. Emergent themes from qualitative data 
analysis were: camp was a fun positive experience, they made new friends, learned new 
things, and tried new things beyond their comfort zone, Findings may serve as 
preliminary studies data to justify grant funding to support a camp of longer duration with 
a larger sample size and long-term follow-up. The curriculum may find application in 
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The United States is facing a crisis with the numbers of those experiencing 
homelessness on the rise in recent years, as reflected in over 4 million people 
experiencing homelessness in the year 2018 (Henry et al., 2020b). Sadly, about a quarter 
of those without homes in the US are under age 18 (Henry et al., 2020a). According to 
the National Center of Homeless Education, there were over 1.5 million homeless 
students in the United States during the 2016-2017 school year with over 150,000 of 
these students residing in New York (National Center for Homeless Education, 2020). 
New York is the state with the highest percentage of people experiencing homelessness 
(47 per 10,000) (Henry et al., 2020b). Between 2007 and 2019, the number of people 
experiencing homelessness increased in 13 states, with both the largest absolute increase 
(29,490 more people) and the largest percentage increase (47%) being in New York 
(Henry et al., 2020b).  
New York City, specifically, identified about 114,000 public school students as 
homeless, as a number larger than the entire population of the city of Albany in New 
York state (New York State Education Department, 2020). Luckily, about 92% of 
homeless families are sheltered and not living on the streets. While the rates of those 
living in shelters is staggering, what is more enormous is the number of people who are 
living “doubled-up” with other families, because they cannot afford housing (New York 
State Education Department, 2020).  
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Demographically, Black Americans and Hispanics/Latinx are far more likely to 
be homeless than the national average (Henry et al., 2020a). This does not change in New 
York. Approximately 54% of heads of household in shelters were Black and 40% were 
Hispanic/Latinx in 2020 (NYC Department of Homeless Services [DHS], 2020). 
In the United States, homeless youth are at increased risk for many unhealthy 
behaviors. Numerous studies have been done throughout the years to assess the 
prevalence of some of these risky behaviors among the target population. Research has 
shown that homeless youth are more likely to have an earlier sexual debut, have multiple 
sexual partners, trade sex for money/food/shelter/substances, use substances before sex, 
and are less likely to use condom or contraception (Aparicio et al., 2018; Santa Maria 
et al., 2018). In fact, only 40% of sexually active homeless youth report using a condom 
the last time they had sex (Santa Maria et al., 2018). One consequence of this is that the 
pregnancy rate among 14-17 year olds is 5-7 times higher among girls living on the street 
(48%) or in shelters (33%) compared to those who were stably housed (7%) (Rana et al., 
2015). Additionally, homeless youth are 6-12 times more likely to become infected with 
HIV than their housed peers with prevalence as high as 13% (Santa Maria et al., 2018). 
For example, in regard to the risk of an earlier sexual debut, the NYC Youth Risk 
Behavior Survey found that 36% of sexually active homeless youth compared to 12.5% 
stably housed had sex before age 13 (Kann, 2018). Not surprisingly, early initiators were 
more likely to have multiple partners and to have condomless sex than those who delayed 
sex until they were older (Santa Maria et al., 2018).  
According to the NYC Youth Risk Behavior Survey (Kann, 2018), unstably 
housed youth were 3 times more likely to have had more than 4 sexual partners, almost 
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two times as likely to have experienced sexual dating violence, and 3.5 times as likely to 
have experienced physical dating violence. Besides the increased sexual risk, NYC 
homeless youth were also more likely to have used a number of different drugs, such as 
marijuana, synthetic marijuana, cocaine, and heroin—and were up to almost 9 times more 
likely to engage in these behaviors in comparison to their housed peers (Kann, 2018).  
Thus, a common focus of interventions involves the goal of reducing risks 
associated with all the above listed behaviors. Hence, unstably housed adolescents are 
engaged in interventions to reduce their risks for engagement in all such behaviors.  
For example, Rew et al. (2007) conducted a short intervention to promote sexual 
health in homeless youth. A quasi-experimental, repeated measures design was used with 
572 participants between the ages of 16-23. Homeless youth were recruited from a street 
outreach program in a large city located in central Texas. The intervention consisted of 
eight one-hour, gender-specific, group sessions. The topics discussed in the sessions 
included STD prevention, sexual self-concept, communicating about sex, and managing 
one’s sexual health (p. 820). Outcomes anticipated from the intervention included 
enhanced “knowledge of AIDS/STDs, self-efficacy, assertive communication, self-care 
and safe sex behaviors” among others (p. 820). Data were collected at three points: pre-
intervention, immediately post-intervention and at a six-week follow-up. Results showed 
little evidence that those participating in the intervention demonstrated “better cognitive-
perceptual and behavioral outcomes compared to control participants” (p. 830). However, 
there were statistically significant gender differences. Females scored higher in 
STD/AIDS knowledge, self-efficacy to use condoms, self-care and safe sex behaviors, 
and assertive communication. Females also reported less sexual risk-taking than males (p. 
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829). This suggests that the gender-specific intervention groups were effective, yet future 
interventions should include the use of longer and more varied programs and the use of 
more objective behavioral measures, such as medical records (Rew et al., 2007). 
Continuing this line of evolving research, Rew et al. (2017) also created a brief 
intervention to enhance psychological capital, reduce health-risk behaviors, and achieve 
short-term behavioral goals in homeless female youth. The sample consisted of 80 
homeless females ages 18-23 living in Central Texas. The intervention group received 
four small group sessions, which focused on helping the women to look towards the 
future and information on responsible substance use and safe sexual behaviors. The 
participants received information on communication styles, goal setting, and what was 
meant by psychological capital: i.e., hope, resilience, self-efficacy, and optimism. 
Participants completed data for three collection points: pre-intervention, immediately 
following the intervention and four weeks post-intervention.  
The results from Rew et al. (2017) showed that the intervention group had 
statistically significant changes in measures of “psychological capital, hope, resilience, 
self-efficacy to refuse alcohol, and social connectedness” with consistently higher scores 
than those in the control group (p. 365). Substance abuse also significantly decreased 
over time among those in the intervention group. Women in the intervention also 
“improved in their confidence to negotiate with a partner for safer sex behavior” more 
than the control group (p. 368). And while it was not reported as statistically significant, 
the participants in the intervention group greatly improved their reported safe sex 
behavior compared to the control group. The results were promising, and future 
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interventions should attempt longer time periods and include different groups of 
adolescent women to further prove the intervention’s effectiveness (Rew et al., 2017). 
Sexual health concerns for homeless youth continue to involve the risk of HIV. In 
this regard, Rice et al. (2012) created a pilot intervention to study the acceptability of a 
face-to-face and online social networking intervention for HIV prevention among 
homeless youth. While some interventions for homeless youth have been effective, 
“widespread dissemination is challenging” due to the substantial resources required 
(p. 226). The use of social network-based interventions was deemed potentially effective 
in eliminating these barriers. The intervention was based on both the Diffusion of 
Innovations theory and Social Network theory. There were 163 participants in total 
across three categories: peer leaders (n=7); face-to-face (F2F) youth (n=53); and online 
youth (OY) (n=103). Peer leaders participated in one week of training that included 
topics such as assertive communication skills, HIV prevention information, norm-
changing messages, and outreach techniques, in addition to a week of website 
development training. The peer leaders then recruited and engaged the F2F youth in the 
“creation of youth-conceptualized and youth-produced digital media,” such as YouTube 
videos which were designed for HIV prevention (p. 228). After the creation of the online 
messages, the peer leaders and F2F youth shared it online to their social networks. The 
online component “provided a means by which youth maintained their connection” with 
the program “over time,” which helped overcome the barrier of transience that many 
interventions face when dealing with homeless youth (p. 234).  
Rice et al. (2012) explained how, while this intervention did not test the 
effectiveness of the messaging in HIV prevention efforts, results did show that the peer-
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led, social-network intervention was found to be highly acceptable by the youth. Findings 
warranted further development of the intervention. This type of intervention could be 
utilized to overcome obstacles when working with a highly transient population (Rice 
et al., 2012). 
A major focus of a great deal of research involves the goal of assisting youth in 
developing healthy relationships free of abuse—which finds application to work with 
homeless youth. By way of illustration, Wolfe et al. (2011) examined peer-resistance 
skills following an intervention to build healthy relationships and decrease abusive and 
health-risk behaviors among adolescents. The intervention, Fourth R, was a 21-lesson, 
school-based prevention program used to teach “skills that promote healthy relationships 
and reduce conflict and risk behaviors” (p. 197). The program included extensive role-
play scenarios for adolescents to learn negotiation, delay and refusal skills appropriate for 
use in common social interactions. Three months post-intervention, 196 students (96 
intervention, 100 control) participated in the observational study, where they were placed 
in role-play scenarios to see how well they could resist peer pressure. Classroom teachers 
coded participant responses during pressure situation role-plays.  
Wolfe et al. (2011) found that students in the intervention group were more than 
twice as likely to use negotiation during the role plays, and those in the control group 
were four times more likely than those in the intervention group to respond by yielding 
(p. 200). Intervention participants were deemed more capable and confident to handle 
unwanted peer pressures. Results also showed that the program appeared to have a bigger 
impact on skills acquisition among female participants. Future interventions should 
continue to generate skills that can aid adolescents to “avoid the negative behaviors yet 
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maintain the peer and/or romantic relationships within which they are occurring” 
(p. 203).  It was noted that there is still a gap “between skills demonstrated in role-play 
observations and actual youth behavior” and the reasons for this discrepancy should be 
further researched (Wolfe et al., 2011, p. 205). 
Kearney (2017) evaluated Healthy Choices Inc., a camp designed to reduce the 
risk of obesity for urban adolescent females. The five-day intervention collected data 
from 12 females, 8 participating campers between ages 12-14 and 4 older mentors ages 
16-17. Throughout the week, campers learned about nutrition, such as how to read food 
labels, portion size and the harms of sugar consumption along with exercise activities, 
such as zumba, dance and hiking. Participants also engaged in lessons about self-esteem, 
art, and mindfulness. Weight and BMI were assessed along with self-efficacy and stages 
of change in regard to specific nutrition and physical activity outcomes, as follows: 
adding fruit to breakfast, adding vegetable, salad, and/or fruit to lunch; adding vegetables, 
a salad, and/or fruit to dinner; being physically active for one hour every day per week; 
and exercising for one hour at least 3 days a week (p. 2).  
Kearney (2017) reported that there was a significant increase in participants’ self-
efficacy to incorporate fruits into their breakfast, yet “no other health behaviors for other 
meals, nor any physical activity measures showed any significant change from a five-day 
camp” (p. 3). Also, 100% of the participants would recommend the camp to others, 
suggesting diffusion of the innovation of promoting health behaviors via a time-limited 
summer camp experience for disadvantaged youth. Future research should include a 
larger sample size, a longer intervention, and perhaps longitudinal data to observe 
whether healthy eating choices and physical activity changes persist (Kearney, 2017). 
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The work of Kearney (2017) is especially noteworthy, given the creation of a 
summer camp of limited duration as the setting for delivery of health-oriented 
interventions for disadvantaged youth. Kearney’s (2017) work is also informative for 
using a framework to guide the creation and evaluation of the brief camp intervention, 
including the design of key study measures, by using the following theories: the stages of 
change from the Transtheoretical Model of Prochaska and DiClemente (1983); self-
efficacy from the Social Learning Theory of Bandura (1977); and, the Diffusion of 
Innovation (DOI) Theory of Rogers (1995). 
Statement of the Problem 
The problem that this study addresses is the risk of engagement in health risk 
behavior by unstably housed youth in New York City. There is a need for research to 
identify potentially effective interventions to lower the chances of engagement in health 
risk behaviors on the part of unstably housed youth. In response to this problem, a camp 
was founded by The Floating Hospital (TFH) in New York City, specifically Camp Rise 
Up.  
Purpose of the Study 
The purpose of this study was to conduct a secondary analysis of existing data in 
order to evaluate the 2019 Camp Rise Up summer camp experience. The intent was to 
determine any impact from camp participation for five specific risk prevention behaviors: 
1) saying “no” to sex, if pressured to have sex; 2) talking about the need to use a condom 
every time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying 
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“no” to alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if being 
abused. 
The Floating Hospital (TFH) is a non-profit organization with a mission to 
provide exceptional, compassionate healthcare to families in need, regardless of 
insurance status, immigration status, or ability to pay. The patient base at TFH is largely 
families living in temporary housing. The health education department at TFH created 
Camp Rise Up in 2018 as an innovative intervention to lower health risk behaviors 
among homeless adolescents. First delivered as an overnight camp in the summer of 
2019, Camp Rise Up lesson topics ranged from contraception and reproductive anatomy, 
to communication, to conflict resolution and consent. The camp sought to instill new 
knowledge of health information, as well as social-emotional skills, in order to help youth 
make healthy decisions in the future. Camp Rise Up also allowed participants to get out 
of their normal inner-city environment and enjoy the great outdoors, while bonding with 
other adolescents in similar living situations. 
 Camp Rise Up specifically took New York City adolescents ages 11-16 to a youth 
development summer camp located in upstate New York--with the focus being on 
promoting healthy decision-making. The 2019 camp spanned six days (Sunday-Friday) 
and involved 24 youth ages 11-16. The purpose of this study was to conduct a secondary 
analysis of TFH data collected within an evaluation of their 2019 Camp Rise Up, 
analyzing both quantitative and qualitative data. 
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Research Questions and Data Analysis Plan 
Using The Floating Hospital (TFH) data for an evaluation of the August 2019 
Camp Rise Up summer session with a sample of unstably housed adolescents (N=24) 
ages 11-16, this study engaged in a secondary analysis of de-identified data from TFH, in 
order to answer the following research questions: 
Quantitative Portion of Study 
1-What were the pre-camp demographic and other background characteristics of the 
campers (i.e. age, race/ethnicity, gender, US born or not, grade level, average grades 
received in school, absenteeism, school retention status and prior camp attendance)? 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages  
 
2-How did they rate themselves pre-camp for their stage of change, self-efficacy, 
knowledge, and social support for performing the five behaviors of focus: 1) saying 
“no” to sex, if pressured to have sex; 2) talking about the need to use a condom every 
time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to 
alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if being abused?  
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
3-When comparing their pre-camp mean score ratings for their stage of change, self-
efficacy, knowledge, and social support for performing the five behaviors of focus 
[i.e., : 1) saying “no” to sex, if pressured to have sex; 2) talking about the need to use a 
condom every time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 
4) saying “no” to alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if 
being abused] versus the corresponding post-camp mean scores, was there a 
significant difference (increase)—using paired t-tests? 
Data Analysis Plan: Paired t-tests  
 
4-When using paired t-tests in search of any significant difference (increase) in campers’ 
mean self-ratings for their knowledge of the 14 lesson topics from before/pre-lesson 
versus after/post-lesson, what were the findings [i.e. 1) communication; 2) self-
esteem/body image; 3) anatomy; 4) alcohol and drugs; 5)  puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy relationships; 
11)  consent; 12) STIs/HIV; 13) media literacy; 14) managing emotions and conflict 
negotiation]? 
Data Analysis Plan: Paired t-tests 
 
5-Post-camp, how did they rate the 1) camp activities, and 2) camp lessons.  
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Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
6-Post-camp, what were their mean ratings for what they learned (using a scale from 
excellent to very poor) with regard to each of the 14 camp lessons (i.e.: 1) 
communication; 2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 5) 
puberty; 6) peer pressure; 7) pregnancy; 8) contraception; 9) gender and sexuality; 10) 
healthy relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 14) managing 
emotions and conflict negotiation)? 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
7-Post-camp, using a scale from excellent to very poor, what were the mean ratings for: 
1-the counselors at camp; 2-the teachers of lessons at camp; and, 3-the overall camp 
experience? 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
8- Would the campers recommend or not recommend the camp experience (yes/no) to 
others, thereby potentially diffusing (yes) the innovation of using a camp experience to 
enhance behavioral and socio-emotional health of homeless youth? 
Data Analysis Plan: Descriptive statistics, frequencies, and percentages 
Qualitative Portion of Study 
9-Why would the campers recommend or not recommend the camp to other adolescents? 
What did the campers identify as the strengths and weaknesses of this camp? And, how 
could the camp experience be improved or made better?  
Data Analysis Plan: Identification of emergent themes 
Treatment of the Data 
Upon receipt of written permission from the Floating Hospital (see Appendix A) 
to engage in a secondary analysis of their existing data, the first step was to enter the 
camper’s responses from the Floating Hospital files into Qualtrics. The de-identified data 
provided from TFH was then transferred from Qualtrics into the latest version of SPSS 




The following findings were anticipated using paired t-tests: 
• Paired t-tests will show significant differences from pre-camp to post-camp with 
an increase in mean scores when comparing campers’ mean self-ratings for the 
five behaviors of focus (i.e. 1) saying “no” to sex, if pressured to have sex; 
2) talking about the need to use a condom every time, if you have sex; 
3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to alcohol, 
if pressured to drink; and, 5) ending unhealthy relationships, if being 
abused)? 
 
• Paired t-tests will show significant differences from before/pre-lesson to 
after/post-lesson with an increase in mean self-ratings for their knowledge of 
the 14 lesson topics (i.e. 1) communication; 2) self-esteem/body image; 
3) anatomy; 4) alcohol and drugs; 5) puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy 
relationships; 11)  consent; 12) STIs/HIV; 13) media literacy; 14) managing 
emotions and conflict negotiation)? 
Delimitations 
The study was delimited to the de-identified data provided by The Floating 
Hospital (TFH). TFH data provided for a secondary analysis using files for 24 unstably 
housed youth, ages 11-16, who attended Camp Rise Up in August of 2019 for 6 days of 
an overnight camp experience on camp grounds located in Rhinebeck, NY.  
Limitations 
Study limitations included the following: small sample size, potential bias in self-
reported data, a risk of providing socially desirable responses, and potentially low levels 
of literacy negatively impacting campers' responses to survey questions. Camp Rise Up 
took place over a short time period (six days), as an intervention of potentially too short 
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in duration for having an impact on participants' behavior, knowledge, or self-efficacy. 
Bonferroni adjustment procedures were used, given the multiple t-tests to be performed, 
as a way of acknowledging the limitations of the data. These multiple limitations must be 
kept in mind when evaluating the findings produced by this study. 
Conclusion 
Chapter I has introduced the study, including providing relevant research for 
background to the evaluation of Camp Rise Up. Further, the chapter provided the 
statement of the problem, background information on The Floating Hospital (TFH), and 
their August 2019 six-day camp for unstably housed youth in New York City. The 
introduction covered how this study involves a secondary analysis of a body of de-
identified data provided by TFH, with permission provided by this agency for an 
evaluation of their data for purposes of determining the effectiveness of the Camp Rise 
Up experiences in impacting risk behavior. The chapter also provided study delimitations 
and limitations. 
Chapter II will provide a review of literature pertinent to the present study. 
Chapter III will provide a review of the study methods and procedures. Chapter IV will 
present the results of data analysis. Finally, Chapter V will provide a summary of the 
study, a discussion of findings, and the study implications, including recommendations 





REVIEW OF THE LITERATURE 
 
This chapter will provide a review of literature relevant to this dissertation 
research. More specifically, this chapter will present literature on the following topics: 
(1) risks of homelessness and related research; (2) interventions to address sexual risk 
behavior and promote sexual health; (3) interventions to address alcohol and drug use; 
(4) interventions to promote healthy relationships and prevent abuse; (5) camp-specific 
interventions for adolescents; and (6) the theoretical framework guiding this study. 
I. Risks of Homelessness and Related Research 
Radcliff et al. (2019) researched how homelessness, in and of itself, should be 
considered an adverse childhood experience (ACE). Since publication in 1998, the ACES 
Study has been used to confirm the association between ACEs “and later poor health and 
well-being outcomes” (p. 811). As it stands, there are 11 ACE questions that include 
household dysfunction (mental illness and substance abuse), household incarceration, 
parental separation/divorce, witnessing household violence, and physical, emotional, and 
sexual abuse. It is noted that “homelessness or housing insecurity can be particularly 
detrimental to children and adolescents” (p. 813). Past studies have proposed that 
homelessness may be linked to child developmental, behavioral, and academic problems 
that “may result from the toxic stress associated with homelessness itself, in addition to 
the cumulative stressors resulting from homelessness” (p. 813). Their study was a cross-
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sectional analysis of 2016 BRFSS survey data, which included 7,490 participants (n=215 
homeless). Results found that the “experience of individual ACEs was significantly 
higher in each of the 11 ACE categories among adults who reported homelessness in 
childhood compared to those who did not” (p. 815). This reveals that the “burden of 
homelessness in childhood may be exacerbated by the additional or concurrent 
experience of ACEs” (p. 816). It is recommended that social determinants of health, such 
as homelessness, be added to the standard ACE questionnaire in the future as it allows for 
additional insight (Radcliff et al., 2019). 
Addressing unstably housed youth, Aparicio et al. (2019) evaluated a sexual 
health intervention created for young females in Hawaii called Wahine Talk. This 
intervention used a theory-based approach that was designed to “assess and enhance the 
youth’s readiness to change sexual risk behavior though motivational interviewing 
techniques” (p. 2). Wahine Talk included four main components: basic needs and social 
services, peer mentoring, sexual health education groups, and sexual health care. The 
intervention took place at a youth drop-in center in Waikiki. Participants had to be 
currently experiencing or at imminent risk of homelessness, aged 14-22 years of age, and 
biologically female. Two cycles ran from 2016-2018 and 51 youth were involved with 25 
participants completing both the pre- and post-test measures. The intervention sought to 
examine changes in “youths’ social connectedness, self-esteem, readiness to use birth 
control use, and linkage to sexual health care” after participation in the program (p. 8).  
Aparicio et al. (2019) explained how their findings suggested that Wahine Talk 
was feasible to deliver, and was appropriate and acceptable for female youth 
experiencing homelessness. Compared to rates prior to entering the program, youth 
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participating in Wahine Talk experienced “readiness to utilize birth control, actual birth 
control usage and linkage to care” (p. 8). While “difficulty with follow-up is inherent in 
transient populations,” the findings were still promising; and, it was concluded that the 
program should expand to other areas, cultures, and gender identities (Aparicio et al., 
2019, p. 8). 
Boustani et al. (2016) evaluated the effects of a sexual health intervention on 
foster care youth during their stay at a temporary shelter. Participants included 36 youth 
aged 13-17, the majority (66.7%) of whom had already been sexually active. The full 
intervention consisted of four sessions given 12 times in a period of 9 months. 
Participants attended between 1-12 sessions, with the average being 6.5.  
Results showed that from pre- to post-test, and from post-test to follow up, youth 
significantly increased their sexual health knowledge (Boustani et al., 2016, p. 380). 
Though marginally significant, there was also evidence of improved attitudes towards 
condoms. However, there was no significant change in problem-solving skills and no 
change in attitudes towards teen pregnancy or parenting; “youth acknowledged but 
minimized the challenges of becoming a teen parent” (p. 380). Overall, the results show 
promise because  “sexual health knowledge maintained over time, suggesting that youth 
left the shelter better informed about a range of topics including how to use condoms, 
STD transmission, and ways to reduce unwanted pregnancy” (p. 380). Researchers 
suggest that further interventions delve deeper into how to teach foster care youth skills, 
such as problem-solving and communication and “improve strategies for addressing the 
frequently sighted ambivalence towards teen pregnancy” since so many youth in foster 
care are at high risk for teen parenting (Boustani et al., 2016). 
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Rew et al. (2008) completed a qualitative study on health educators’ perceptions 
of a sexual health intervention for homeless adolescents. The sample consisted of 13 
educators drawn from a total of 20 who had provided a street-based sexual health 
intervention to homeless teens in Texas. Four areas of interest were developed for the 
study: 1) how the health educators’ views changed from participating in the project, 
2) their perceptions of similarities and differences of homeless adolescents versus housed 
youth, 3) benefits and challenges of working with this population, and 4) suggestions for 
future researchers (p. 72).  
Results from the Rew et al. (2008) study identified five categories from data 
analysis, each with two or more subcategories: Views changed, comparisons, positive 
aspects, challenges, and recommendations. The health educators found that their views on 
homeless youth changed throughout the program; they were surprised by their 
sophistication;  their experience refuted many stereotypes they had about this population; 
and many noted the resiliency of homeless youth. While the educators noted some 
similarities between homeless and housed youth, five differences were identified 
including: “1) facing harder situations; 2) being more independent and resourceful; 
3) having limited future time perspective; 4) acting defensive and fatalistic; and 5) having 
an open style of communication” (p. 74).  
Further, Rew et al. (2008) reported on other positive aspects of providing the 
intervention: personal and professional growth; and building relationships. Although 
many educators were positive about working with homeless youth, they also brought up 
challenges such as, resistance to content of the intervention and disruptive behaviors. The 
educators recommended that future researchers be non-judgmental, practice delivery of 
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interventions, seek further exposure to this population, be aware of biases, be flexible and 
establish rapport with participants (pp. 75-76). Several health educators “described 
personal and professional growth that far exceeded their expectations” (p. 75). Overall, 
results found that providing this intervention to homeless youth benefits the provider in 
many ways, including opportunities for personal and professional growth, refutation of 
biases and the chance to learn about a new cultural group (Rew et al., 2008). 
II. Interventions to Address Sexual Risk Behavior and Promote Sexual Health 
Numerous interventions have sought to address sexual risk behavior and promote 
sexual health in adolescents. While studies may not focus exclusively on homeless youth, 
the findings remain relevant to the present research focus.  
For example, Kirby et al. (2004) measured the impact of the Safer Choices 
intervention on sexual risk-taking behaviors of different subgroups of students. Twenty 
schools in Texas and California were randomly assigned to receive either the Safer 
Choices curriculum or a standard knowledge-based HIV education program. The Safer 
Choices program was comprised of five components: school organization, curriculum 
with staff development, peer resources and school environment, parent education, and 
school-community linkages. The program was designed to “reduce unprotected sex by 
delaying initiation of sex, reducing its frequency, or increasing condom use” (p. 442). 
The total sample included 3,869 9th grade students who were tracked for 31 months post-
intervention.  
Results showed that, overall, the Safer Choices intervention “did not significantly 
delay the onset of sexual intercourse, but it did appear to improve condom use “(Kirby 
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et al., 2004, p. 446). More specifically, it reduced the frequency of sex without a condom, 
the number of sexual partners in the last 3 months where a condom was not used, 
increased condom usage in the last 3 months among those who had sex and slightly 
increased contraceptive use (p. 446). Safer Choices had a greater impact on males, 
Hispanic students, and “those who were sexually experienced at baseline than on youth 
who initiated sex afterward” (p. 448). These results were consistent with findings on 
other, similar, sexual risk-reduction curricula. Future use of this intervention should 
continue with higher-risk youth, as the impact seems to be greater; and, it is difficult to 
know whether Safer Choices has “similar proportional effects on lower-risk youth” 
(p. 450). In conclusion, the Safer Choices intervention did have long-term impact and 
positive effects (Kirby et al., 2004). 
Coyle et al. (2014) used data on adolescent relationships to show the importance 
of including a healthy relationship component to HIV/STI and pregnancy prevention 
programs for youth. The research illustrated how using a relationship perspective in 
sexual risk-reduction programs “broadens the skills and content covered, and 
contextualizes the learning to enhance relevance and use (p. 582). The survey sample 
consisted of 911 middle school students from nine schools in California. It was stated that 
a risk-reduction program “grounded in relationship context, engagement in non-sexual 
activities, such as dating in a group, holding hands and/or exchanging warm-hearted 
sentiments, should be emphasized as a normative aspect of romantic relationships” 
(p. 584).  
Results showed that 69% said they had ever had a romantic partner (Coyle et al., 
2014). Of those in a current relationship, 7-14% of them reported engaging in sexually 
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related activities (p. 587). Findings revealed that interventions may benefit from 
“addressing sexual expectations in relationships and promoting key messages that 
relationships are not equivalent to having sex at this age”; and by “focusing on risky 
situations that may lead to sexual activities, such as longer relationships and how to 
handle them” (p. 589). Future interventions should include a relationship perspective-- 
not only because it broadens the content and skills covered but it also “changes the focus 
from the individual to an individual navigating a relationship with someone close to 
them”; and this expands and re-frames sexual risk-reduction (Coyle et al., 2014, p. 593). 
In yet another study, Coyle et al. (2013) evaluated the effectiveness of 
interventions to reduce sexual risk behaviors among young people in alternative schools 
through a randomized controlled trial. The intervention included 765 youth from 11 
different California alternative high schools. Students were assigned to one of the 
following four interventions: HIV/STI and pregnancy prevention curriculum only; 
service learning only; HIV/STI and pregnancy prevention curriculum plus service 
learning; or a control condition of nutrition and physical activity curriculum. There were 
three data collection points: baseline, six months, and 18 months post-intervention. Each 
intervention consisted of 32 hours of instruction, taught 2-3 times per week. While many 
behaviors were analyzed, the “primary sexual behavior was: frequency of unprotected 
sexual intercourse (vaginal intercourse, no condom) in the previous 3 months” (p. 70).  
As per Coyle et al. (2013), results showed those in the HIV/STI and pregnancy 
prevention condition “were less likely to have intercourse without a condom in the 3 
months prior to the survey” (p. 74). This group also reported having fewer sexual partners 
than the control, but it did not reach significance. No other condition showed significance 
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on any behavioral outcomes. Those in the HIV/STI and pregnancy prevention program 
also showed significant difference in the theory-based outcomes, as they were less likely 
to place themselves in risky situations and reported higher levels of refusal self-efficacy 
than youth in the control group. In sum, the HIV/STI and pregnancy prevention 
curriculum did reduce some sexual health risks “however the effects were moderate 
and/or short term” (p. 78). The service learning and the combined programs “yielded 
trends in the desired direction for some key outcomes, including the primary behavioral 
outcome” but did not reach significance (p. 78). Results suggested the need for new 
prevention models for those in alternative schools. Brief interventions may be better due 
to attendance issues in alternative schools (Coyle et al., 2013). 
Gaydos et al. (2008) modified the prior Focus-on-Kids (FOK), a community-
based risk-behavior education intervention for urban youth, transforming it into the new 
Focus-on-Teens (FOT) for use in high schools. Modifying the prior intervention for use 
in schools was ideal because of “the high potential ‘reach’ associated with the school 
setting” (p. 705). Four modifications were made from the original intervention: delivering 
the intervention at urban schools during lunch periods; shortening each session but 
lengthening the intervention; focusing more on STDs; and, including urine-based 
screening for STDs. The intervention enrolled 1,190 students aged 14-16 in six high 
schools in Baltimore, Maryland. FOT sessions were facilitated twice a week during lunch 
for 12 weeks (24, 30-minute sessions). Each session was presented to small friend groups 
of 6-8 students. The intervention sought to evaluate knowledge, attitudes, and risk 
behaviors about STDs/HIV before and after implementation.  
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Gaydos et al. (2008) reported that results showed “changed behaviors at follow-up 
towards ‘safer’ sex behaviors over time” (p. 707). These behaviors included intent to use 
condoms, using condoms, and speaking with parents and partners about sex, condoms, 
and STDs. Condom use and knowledge about STDs/HIV increased significantly among 
participants. FOT results also indicated reduced STD prevalence among participants. It 
was concluded that such programs that combine behavioral interventions with STD 
screening and treatment “have the potential to decrease STDs and the risk of acquisition 
of HIV in adolescents” (Gaydos et al., 2008, p. 709). 
Lindberg and Maddow-Zimet (2011) studied whether formal sex education is 
associated with sexual health behaviors and outcomes through an examination of 
nationally representative survey data. Sex education was coded by type: only abstinence, 
abstinence and birth control, or neither. Survey respondents were aged 15-24 (n=4,691) 
and were asked whether or not they received formal sex education, which included how 
to say “no” to sex and/or methods of birth control before age 18. Twelve dependent 
variables related to sexual health behaviors were examined, such as age at first sex, 
contraceptive use at fist sex, STI treatment in past 12 months, and age-discrepant partner 
(p. 333).  
Results showed that receipt of any formal sex education before age of first sex 
was associated with healthier outcomes for adolescents and young adults (Lindberg & 
Maddow-Zimet, 2011). Sex education that covered both abstinence and birth control was 
associated with “delayed onset of first sex, greater use of contraception or condoms at 
first sex, and healthier partnerships at first sex” (p. 337). Female recipients who received 
comprehensive sex education were significantly more likely to use a condom at first sex 
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than those who received abstinence only. However, the overall findings indicated that 
there was no evidence of either type of sexual education being associated with “earlier 
onset of sex, greater risk taking, or poorer” sexual and reproductive health outcomes (p. 
337). Other significant information gained was that nearly one-third of young men of 
color did not receive sexual education before first sex; and, that receipt of abstinence and 
birth control inclusive sexual education “was less likely among those who were from a 
lower-income group, had lower maternal education or were black or Hispanic” (p. 337). 
It was determined that formal sex education, especially that which includes information 
about birth control can improve the health of adolescents and should remain a primary 
goal for improving adolescent well-being (Lindberg & Maddow-Zimet, 2011).  
Jenner et al. (2016) replicated an evidence-based HIV prevention program to 
assess the impact on inconsistency of condom use and frequency of sex six months after 
the intervention. The intervention, Becoming a Responsible Teen (BART), was 
conducted in New Orleans, Louisiana with 850 (n=427 intervention, n=423 control) 
individuals aged 14-18. BART had eight weekly sessions and was comprised of four core 
components: information, skills training, opportunities to practice skills, and social 
support. The main purpose was to “increase safer sex behaviors, thereby preventing the 
transmission of HIV and other sexually transmitted infections” through addressing 
motivational antecedents of sexual behavior (p. 579). Lessons included information about 
HIV/AIDS, decision-making, assertive communication skills, condom skills, risk 
assessment, and risk reduction skills. The behavioral outcomes, inconsistency of condom 
use and frequency of sexual activity, were defined as the “percentage of times in the last 
3 months that the participant did not use a condom while engaging in any type of sex”; 
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and the “number of times in the past 3 months a person engaged in any type of sex,” 
respectively (p. 580).  
Jenner et al. (2016) reported results indicating no significant differences between 
the intervention and control group when it came to either behavioral outcome. They 
concluded as follows: in order to be a successful intervention, a program must teach 
knowledge and skills; and,  "it must also motivate participants to use those skills through 
attitudinal development,” through building self-efficacy to effectively use the skills, and 
awareness of personal vulnerability to risk (p. 583). The lack of significant differences 
between the intervention and control groups showed the program did not have an impact 
on the participants’ perceived vulnerability. Future research should seek to determine 
why this intervention works for some and not others, and what conditions are necessary 
for the desired causal impacts (Jenner et al., 2016).  
III. Interventions to Address Adolescent Alcohol and Drug Use 
Other interventions have focused on how vulnerable adolescents are to the misuse 
of alcohol and drugs, while attempting to tailor interventions to meet their needs. Often, 
alcohol and drug use risks are closely linked to other risks, such as the risk for acquiring 
sexually transmitted infections (STIs).  
By way of illustration, Tucker et al. (2017) conducted a randomized controlled 
trial of AWARE, a program that incorporated motivational interviewing (MI) into 
educational group sessions in order to reduce substance use and sexual risk behavior 
among homeless young adults. The intervention focused on both alcohol and drug use 
(AOD) use and risky sex because it “will likely be more effective if they simultaneously 
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address both types of behavior than either one alone” (p. 20). A sample (N=200) of 
homeless young adults (18-25) was recruited from two drop-in centers in Los Angeles 
County. There were four 45-minute sessions that rotated weekly throughout the 16-week 
intervention period. The sessions would discuss HIV/STIs, alcohol and other drugs, risky 
behavior, and coping strategies. AWARE included components that had been used in 
other effective programming for homeless youth such as: delivering the curriculum in a 
group format, using interactive techniques that allow for active learning, reinforcing 
skills, providing personalized feedback, and presenting the materials using a motivational 
interviewing (MI) approach (p. 22).  
Tucker et al. (2017) found that AWARE participants reported significantly lower 
frequency of alcohol use in the past 3 months compared to the control group, and a near-
significant greater increase in condom use self-efficacy (pp. 24-25). AWARE appeared to 
be successful in helping homeless young adults make positive changes in “their 
frequency of alcohol use, perceived ability to use condoms, and (for those with multiple 
sexual partners) condom use behavior” (p. 25). Because of the promising results, 
recommendations for future research were to assess the long-term efficacy of AWARE 
and examine potential mediating mechanisms (Tucker et al., 2017, p. 26). 
Another study also illustrated links between substance abuse and risks for sexual 
health with a sample of homeless youth. Carmona et al. (2014) tested the impact of an 
integrated HIV prevention intervention and sought predictors of change for street-living 
youth (N=270) between ages 14-20. Participants were recruited from a drop-in center 
where they were receiving substance abuse treatment in Central Ohio. The intervention 
included: a 2-session motivational interviewing (MI) program aimed specifically at 
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substance abuse; a longer, 12-session, operant based treatment for substance abuse; and, 
12 case management sessions to address basic needs and linkage to other services. 
Substance abuse was a focus because of the belief that increased substance abuse leads to 
lowered condom usage. This intervention also included a 2-session educational 
component. The first session focused on HIV education and skills practice. The youth 
were able to practice applying condoms and “discuss abstinence, barriers to condom use, 
and individual levels of risk” (p. 120). The second session focused on negotiation skills, 
refusal skills, and sexual assertiveness—which included role-plays of anticipated difficult 
situations.  
According to Carmona et al. (2014), results indicated an increase in condom-use 
behavior at 6-month follow-up, yet the effects on condom use “were short-lived and 
dissipated by 12 months post-baseline” (p. 118). It was suggested that an effective 
intervention may require reinforcement of risk reduction behaviors and that “booster 
sessions could mitigate the diminishing treatment effects” (p. 122). Other findings 
showed an increase in HIV knowledge at 12 months post-baseline, and a significant 
moderating effect for gender, with males reporting a higher reduction of sexual partners 
post-intervention than females. It was noted that HIV prevention interventions might be 
most successful when focusing on “concomitant problems (depressive symptoms, 
substance abuse) and sexual risk behaviors simultaneously in an integrated fashion” 
(Carmona et al., 2014, p. 122).  
 Kennedy et al. (2016) developed a pilot intervention that used motivational 
interviewing (MI) to create social network visualizations for people transitioning out of 
homelessness in Los Angeles County. Looking into participants’ personal networks could 
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help them to make positive “compositional and structural changes to their networks that 
are associated with reduced” alcohol and drug use (AOD) and “HIV sexual risk 
behaviors” (p. 2). Participants in the intervention group (N=30) attended four bi-weekly 
sessions, which included a network interview and discussions of resulting network 
visualizations using MI. There is a large body of research that demonstrates both 
“positive and negative influences of social network on the lives of homeless individuals 
including their health and health-related behaviors” (p. 2). The social network 
visualizations were helpful to steer participants towards healthier and more positive 
social groups as they transitioned out of homelessness (Kennedy et al., 2016).  
IV. Interventions to Promote Healthy Relationships and Prevent Abuse 
Other research and interventions seek to promote healthy relationship formation 
among adolescents. Also, acknowledged is the need to provide skills training in 
negotiating relationships to avoid experiences of abuse. 
Toward this end, Guillot-Wright et al. (2018) piloted a school-based text message 
campaign to promote healthy relationships. The feasibility of this healthy relationships 
campaign (HRC) was evaluated through adolescent focus groups at the completion of the 
6-week program. Because school-based interventions have a wide reach, yet are often 
difficult due to the competing academic demands, a text message campaign was thought 
to be an effective way to promote healthy relationships. With the vast majority (88%) of 
teens having access to a phone, text message campaigns can be universally delivered; 
and, the texts can live in perpetuity allowing for “long-term delivery of health 
information instead of the limited knowledge a one-time school assembly can provide” 
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(p. 429). The campaign provided knowledge on: what a healthy relationship look likes; 
key skills, such as how to handle unhealthy relationships; and additional resources were 
provided on where to seek assistance if needed. The text messages sent were knowledge-
based, interactive, or open-ended. Overall, 285 students signed up for the initial 
implementation of the project, yet 46 students shared their feedback upon completion of 
the program.  
As per Guillot-Wright et al. (2018), results showed that the HRC was perceived as 
helpful, the text message format was an accepted means of delivery, and the intervention 
seemed to promote communication and healthy relationships (p. 432). Focus group 
comments included students admitting the text messages made them think about how 
they treated people in relationships; and, they promoted communications surrounding 
healthy relationships by providing opportunities to “explain the purpose and content of 
the massage to others”—and opportunities to share “the campaign messages with friends 
in order to help them” (p. 433). While participants had suggestions for improvement, 
such as more interactive texts, the campaign was well received, helpful and an engaging 
means of intervention that has the potential to impact adolescent relationships 
(Guillot_Wright et al., 2018). 
Coyle et al. (2019) studied the impact a healthy relationships intervention had on 
delayed sexual initiation and other sexual health risk behaviors. Nine middle schools 
participated with a total sample of 911 7th graders. The intervention was a 12-session 
curriculum that covered: effective communication, personal boundaries, conflict 
negotiation, ending unhealthy relationships, and sexual health related content—such as 
STI information and condom and contraceptive use. The second component of the 
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intervention was the formation of a peer team “who developed activities to reinforce key 
program messages outside the classroom” (p. 610). These teams were asked to create 
resource areas, media to convey healthy relationship messages, conduct contests to 
convey healthy relationship messages and conduct polls to document positive norms 
(p. 611). Data were collected from participants at three points: immediately, 6-months 
and 18-months post-intervention. 
 Coyle et al. (2019) found no statistically significant differences between the 
intervention and control group on intention to have vaginal sex in the next 3 months, or 
on sexual initiation or sexual touching. However, the intervention group “reduced vaginal 
sexual initiation by about half at 6-month follow-up, which approached significance” 
(p. 619). In terms of theory-based outcomes, the intervention group participants were 
“less likely to believe it is ok for people their age to have vaginal sex without using 
condoms if the girl is on birth control” (p. 619). Even without statistical significance, the 
intervention “holds promise as an approach for reducing sexual initiation” (p. 624). 
Suggestions for future research would be to create an intervention that focuses on healthy 
friendships in earlier years (6th and 7th grade) and then transitions to romantic 
relationships in 8th grade in order to be more developmentally appropriate (Coyle et al., 
2019). 
Rothman et al. (2019) performed a randomized controlled trial to test a brief 
dating abuse perpetration intervention in teenagers. It was noted that many interventions 
focus on prevention and helping the victims of dating abuse and unhealthy relationships 
yet “ignoring perpetration is insufficient to make a population level sea-change” (p. 366). 
Real Talk, the dating abuse intervention, was a one-session brief motivational 
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interviewing intervention for teenagers who were recruited from a Safety Net hospital. 
After screening, 172 adolescents aged 15-19 years old participated. Each intervention 
was about 30-45 minutes long and was consistent with other MI interventions. This 
included eliciting information about dating abuse perpetration, assessing readiness to 
change, providing tailored feedback, reviewing healthy relationship strategy choices, 
contemplating the pros and cons of behavior change, and referral to resources (p. 368). 
The interventionists made 1-3 booster calls in the 6 weeks following the intervention to 
remind participants of what was discussed and inquire if they needed further information. 
Outcome measures were assessed pre-intervention, 3 months after and again 6 months 
after the intervention.  
Rothman et al. (2019) found no intervention effect on any physical, sexual, or 
psychological abuse variables in the gender non-stratified main effects model. However, 
there was an overall effect on cyber abuse and an overall effect for males, specifically, 
for any abuse, physical abuse, and cyber abuse (p. 370). Brief interventions tend to 
generate small effects that persist for only a few months, yet they “have been successful 
at improving participants’ readiness to accept help for they behavioral problems and 
decrease risky behaviors in the short term” (p. 372). Thus, despite the modest results, the 
intervention is promising.  Future research should determine if the effects can be 




III. Camp-Specific Interventions for Adolescents 
The use of a camp setting for delivering interventions and/or a structured 
curriculum to adolescents is not new. Indeed, numerous researchers have provided insight 
into the impact of camp experiences for specific groups of adolescents. 
Lut et al. (2017) completed a longitudinal qualitative study of a camp intervention 
for adolescents living with HIV. The weeklong intervention had 77 participants aged 
12-16. The camp consisted of creative and performing arts workshops, sporting activities, 
HIV education workshops, an HIV experience workshop, and a sexual health workshop. 
For the qualitative study, 11 participants were chosen at random to interview at six weeks 
and eight of those were able to complete another interview at six-months.  
Results from Lut et al. (2017) showed six overarching themes, as follows: 
connecting with new friends and feeling less alone, gaining HIV knowledge and learning 
about living with HIV, developing positive self-image and prospects for the future, 
communicating more purposefully, becoming more autonomous, and feeling motivated to 
continue engaging with the HIV community. Gaining confidence because of camp “was 
one of the most prevalent themes at the six-week interviews” (p. 429). Participants also 
discussed how “they did not expect how meaningful the camp experience would become 
and the desire to return to camp” (p. 429). Overall, respondents reported very positive 
feelings about camp and there was evidence of “positive peer relationships (particularly 
in females), increased knowledge of living with HIV, and improved self-confidence” 
(p. 430).  
As per Lut et al. (2017), results also showed that, although some information 
covered at camp is the same that is given in a clinic, “there may be a number of reasons 
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why engagement with and retention of information is enhanced at camp” which includes 
extra time spent on the topics, engaging and interactive methods used (group work, art, 
games) and a less pressured learning environment (p. 430). Future research should use 
quantitative analysis to assess the impact of camp and whether it is more effective for 
some participants than others (Lut et al., 2017). 
Evangeli et al. (2019) completed a qualitative study of a residential camp offered 
to HIV-positive adolescents in the UK. Caregivers and clinicians were asked their 
perspectives on camp and the impact that it had on the youth who participated. The 
purpose of camp was to “reduce isolation, increase self-esteem and wellbeing, enhance 
treatment adherence and increase condition specific knowledge” (p. 73). The intervention 
was provided by the UK Children’s HIV Association and was a “week-long intensive 
peer engagement support camp with individual emotional support” (p. 75). Of 11 camp 
participants who were randomly selected, seven of their caregivers and eight of their 
clinicians agreed to be interviewed.  
Evangeli et al. (2019) reported results revealing nine main themes referenced 
during the interviews: expectations of camp, relationships during and after camp, 
increased knowledge of living with HIV, improved communication, camp was a positive 
experience, increased independence, empowerment and confidence, medication changes, 
and camp in the context of young peoples’ lives. Overall, they thought camp was a 
positive experience and helped to increase knowledge of living with HIV, medication 
adherence, communication, relationship building, independence, and confidence. Nine of 
those interviewed “noticed a difference in the young person’s confidence and self-esteem 
since attending camp” (p. 76). It is noted that future research could take place in areas of 
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higher HIV prevalence, such as sub-Saharan Africa to “examine whether similar themes 
are elicited” (Evangeli et al., 2019, p. 78). 
Gillard et al. (2011) studied the outcomes of a summer camp for youth living with 
HIV/AIDS. Past research showed that camps positively influenced outcomes for youth 
with chronic illnesses. Many of the camps aimed to provide youth with opportunities to 
“develop coping skills, education about their conditions, a sense of belonging, and leisure 
and recreation activities” (p. 1510). Using a case study framework including interviews 
and focus groups, participants from Camp Strong, a six-day camp for those living with 
HIV, were asked about their camp experience to gain insight into the impact the 
intervention had. The camp consisted of recreational activities, challenging outdoor 
personal development and team-building activities and educational workshops. Purposive 
sampling was used, and data were collected at three different time periods to allow for 
saturation. Data consisted of 17 one-on-one interviews with campers, 15 one-on-one 
interviews with staff members, six focus groups with 19 campers, and participant 
observation and artifact reviews (p. 1514).  
According to Gillard et al. (2011), three outcome themes were identified: forming 
caring connections, feeling reprieve, and experiencing recreation, and increasing 
knowledge, attitudes, and skills. The first theme, forming caring connections had two 
subthemes: awareness of commonalities and lack of isolation. When campers felt cared 
for and connected to an accepting community they became “more open to trying out new 
ideas, activities, and attitudes” (p. 1514). The second theme included the following three 
subthemes: camp activities are fun, camp is something that campers anticipate and reflect 
on all year, and there is a sense of freedom at camp (p. 1517). Lastly, campers increased 
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their positive attitudes, skills in knowledge in several areas including “anger and conflict 
management, disclosure, skill learning and education and medication adherence” 
(p. 1518). Results illustrated how important camp was by this description: i.e., “a 
sanctuary to become aware of commonalities and decrease feelings of isolation is more 
crucial in the lives of youth experiencing the profound effects of stigma” (p. 1519). 
Future interventions may want to integrate more opportunities to increase skills, 
knowledge, and positive attitudes. Five-minute debriefing sessions could be held nightly 
“so the campers could reflect on their experiences” (p. 1521). Overall, the data showed 
that camp had positive outcomes and that “camp can be a powerful and supportive 
experience for youth with HIV/AIDS” (Gillard et al., 2011, p. 1521). 
IV. Theoretical Framework Guiding the Study 
Multiple theories provided a framework for this research study. In particular, the 
following three theories provided a framework to guide this study: the Stages of Change 
from the Transtheoretical Model (DiClemente & Prochaska, 1983; DiClemente & 
Velasquez, 2002); self-efficacy from Social Cognitive Theory (Bandura, 1977); and the 
Diffusion of Innovation Theory (Rogers, 1995). The next section will provide a brief 
overview of each of the three theories. 
Transtheoretical Model and The Stages of Change 
The Transtheoretical Model (TTM) was created by Prochaska and DiClemente 
(1983) as an integrative framework that offers an understanding of the process of 
behavior change. DiClemente and Velasquez (2002) explained how TTM includes the 
Stages of Change to conceptualize multiple stages of readiness for change.  
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According to DiClemente and Velasquez (2002), the five Stages of Change are 
precontemplation (not thinking about change), contemplation (thinking about change), 
preparation  (having made the decision to change), action (taking action to change for 
<6 months), and maintenance (taking action for >6 months). During the Stages of 
Change, individuals “move from being unaware or unwilling to do anything about the 
problem to considering the possibility of change” (p. 202). Once they consider making a 
change, individuals proceed to “becoming determined and prepared to make the change 
and finally to taking action and sustaining or maintaining that change over time” (p. 202). 
More specifically. DiClemente and Velasquez (2002) characterize the stages in 
greater details, as follows.  Precontemplation is the earliest stage of change and this is 
where people are” either unaware of problem behavior or are unwilling or discouraged 
when it comes to changing it (p. 204). The contemplation stage is when a person 
"acknowledges that he or she has a problem and begins to think seriously about changing 
it” (p. 208). Individuals weigh the negatives and positives of behavior change before 
making the commitment to change. In the preparation stage, “the person is ready to 
change in the near future” (p. 210). This is the time to make a firm commitment to 
change and develop a plan for enacting change. The action stage is when people 
implement the plan that they developed in the preparation stage and it is when people 
“most overtly modify their behavior” (p. 211). While this is a good step forward into 
behavior change, there must still be the provision of affirmations and assurances 
throughout the stage because individuals may still have “some conflicting feelings about 
the change” (p. 212). Lastly, maintenance is the final stage in the change process. This 
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stage can last from “more than 6 months to a lifetime” and needs constant commitment to 
prevent a relapse into the undesired behavior (DiClemente & Velasquez, 2002, p. 212). 
The concept of the stages of change will be applied in this study, as campers will 
indicate their stage of change (whether precontemplation, contemplation, preparation, 
action or maintenance) for performing the five specific risk prevention behaviors: 
1) saying “no” to sex, if pressured to have sex; 2) talking about the need to use a condom 
every time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying 
“no” to alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if being 
abused. Their stage of change for each of these five behaviors will be compared for pre-
camp to post-camp, even as the camp only spans 6 days as a brief intervention.  
Social Learning Theory and Self-Efficacy 
Bandura (1977) described Social Learning Theory, in which he argues that people 
learn from one another through observation, modeling and imitation. Bandura assured 
how “virtually all learning phenomena resulting from direct experiences can occur on a 
vicarious basis through observation of other people’s behavior and its consequences for 
them” (p. 2). Individuals will model the behavior of others based on what they have seen 
regarding consequences or rewards for that behavior. It is argued that, “most of the 
behaviors that people display are learned, either deliberately or inadvertently, through the 
influence of example” (p. 5). Judgments of self-efficacy are based on four main sources 
of influence, including mastery experiences, vicarious experiences, social persuasion, and 
emotional states (Bandura, 1977).  
In the Social Learning Theory, the importance of self-efficacy is emphasized. Self-
efficacy is defined as “a judgment of one’s ability to organize and execute given types of 
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performances” (Bandura, 1997, p. 21). To clarify, self-efficacy “is not a measure of the 
skills one has but a belief about what one can do under different sets of conditions with 
whatever skills one possesses” (p. 37). In short, self-efficacy is the confidence one has in 
being able to complete or perform a given task in a specific situation (Bandura, 1997). 
Marlatt (1985) noted that there is a difference between self-esteem and self-
efficacy, as self-efficacy “deals with perceived performance competency in specific 
situations” whereas self-esteem refers to a “global self-image across a wide variety of 
situations” (p. 129). A person with high self-esteem does not necessarily have high self-
efficacy in each situation or task that is presented to him/her; this is because “some 
situations require greater skill and more arduous performances, or carry higher risk of 
negative consequences than do others” (Marlatt, 1985, p. 129).  
The concept of self-efficacy permits evaluating youth for the impact of the Camp 
Rise Up intervention on the participants' performance of five key behaviors--comparing 
their self-efficacy ratings from pre-camp to post-camp. The five specific risk prevention 
behaviors for which self-efficacy ratings will be obtain include: 1) saying “no” to sex, if 
pressured to have sex; 2) talking about the need to use a condom every time, if you have 
sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to alcohol, if 
pressured to drink; and, 5) ending unhealthy relationships, if being abused. 
Diffusion of Innovation Theory 
The Diffusion of Innovation (DOI) Theory was introduced by Rogers (1995). The 
DOI theory was introduced to explain how an idea or product spreads through specific 
populations or social systems. The end result of diffusion is that people adopt a new idea, 
behavior, or product. Diffusion is possible when a person perceives the idea, product, or 
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behavior as new or innovative. The DOI theory posits that adoption does not happen 
simultaneously for members within a social system, as some people are more open to 
accepting innovation than others. The DOI describes five established adopter categories, 
each with their own characteristics: innovators, early adopters, early majority, late 
majority, and laggards.  
Rogers (2002) believes that the DOI can be used in diffusing preventive 
innovations. One way to do this is to activate peer networks. Since diffusion is a social 
process and involves people talking about new ideas, “anything that can be done to 
encourage peer communication about a preventive idea” will encourage adoption 
(p. 992). However, the DOI is easier to use when adopting behaviors rather than 
preventing or stopping behaviors, which is a limitation (Rogers, 2002). 
In the present study, to the extent that the campers recommend the camp 
experiences to others, or do not do so, will permit determining if they emerge as engaging 
in diffusion of the innovation of Camp Rise Up for unstably housed youth.  
Conclusion 
This chapter provided a review of literature relevant to the dissertation research. 
By way of specifics, this chapter covered the following topics: (1) risks of homelessness 
and related research; (2) interventions to address sexual risk behavior and promote sexual 
health; (3) interventions to address adolescent alcohol and drug use; (4) interventions to 
promote healthy relationships and prevent abuse; (5) camp-specific interventions for 
adolescents; and (6) the theoretical framework guiding this study. 







This chapter will present the methods and procedures utilized in this study. This 
includes an overview of the study design and procedures, description of the study 
participants, and description of research instrumentation. Additionally, the treatment of 
data and data analysis are included. 
Overview of Study Design and Procedures 
This study is a secondary analysis of data collected from The Floating Hospital’s 
Camp Rise Up held in August of 2019. The intervention was a six-day (Sunday-Friday) 
sleep-away camp in Rhinebeck, New York for 24 unstably housed adolescents ages 
11-16. This section provides an overview of all study procedures. 
IRB Approval 
 First, permission to conduct this secondary analysis of data was obtained from 
Sean Granahan, President and General Counsel of The Floating Hospital (TFH). The 
intent was to use the data collected by TFH in the summer of 2019 for an evaluation of 
the Camp Rise Up summer camp. Permission to conduct the secondary analysis of TFH 
de-identified data was obtained November of 2020 (see Appendix A for Sean Granahan 
Permission Letter). 
 Second, approval was sought from the Teachers College, Columbia University 
Institutional Review Board (IRB). Approval was received for Protocol #21-248 (see 
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Appendix B for TC IRB Approval Letter) under the exempt review category in March, 
2021. 
Recruitment of Study Participants 
 No subjects were recruited for this study. The Floating Hospital (TFH) provided a 
de-identified data set composed of campers who participated in the August, 2019 Camp 
Rise Up. Of note, TFH has a patient population of families living in temporary housing. 
Because Camp Rise Up was designed by TFH to specifically address high-risk behaviors 
among homeless adolescents, the campers were recruited directly from the waiting room 
of TFH, or referred by TFH's providers, or by TFH's Director of Community Outreach. 
Two adolescents were returning campers who participated in a pilot day camp in summer 
2018. 
 Before leaving for camp, health forms were collected and information packets 
were sent home to parents (see Appendix C for Parent Information Packet). Parents also 
had to complete and sign an informed consent form (see Appendix D for Parent 
Informed Consent form).  
While 40 parents had provided informed consent, only 24 youth showed up to 
attend camp, as some decided not to attend, or had an unexpected reason for not 
attending. Those 24 who showed up signed an informed assent form (see Appendix E for 
Camper Informed Assent form). This was required for study participation. 
Description of Final Study Participants 
The final sample (N=24) included in the secondary analysis of TFH's data 
included campers who ranged in age from 11-16 years. 
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The Camp Curriculum 
The curriculum was originally created by TFH for use in a 2018 pilot intervention 
of a five-day day camp held in New York City. TFH modified the curriculum before their 
first ever sleep away/overnight camp held in August 2019 across six days. 
The final modified Camp Rise Up curriculum included 14 lessons, as follows: 
1) communication; 2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 
5) puberty; 6) peer pressure; 7) pregnancy; 8) contraception;9) gender and 
sexuality; 10) healthy relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 
14) managing emotions and conflict negotiation. 
 The final curriculum adhered to by TFH's camp counselors and teachers of the 14 
lessons is available in the public domain for viewing via a link to the Camp Rise Up 
Manual (see Appendix F for Camp Rise Up Curriculum Manual at http://tinyurl.com/ 
Camp-RiseUP-Manual-Kids).  
Administration of Surveys Pre-, During, and Post-Camp 
 Upon arrival to Camp Rise Up, participants took the pre-camp survey (see 
Appendix G for Pre-Camp Survey). During Camp Rise Up, participants were exposed to 
14 lessons. Of note, in the last few minutes of each of classes on the 14 lessons, 
participants completed short (1) before/pre-lesson and (2) after/post-lesson surveys in 
quick succession to rate their knowledge levels specific to the lesson content (see 
Appendix H for the Individual Lesson Module Surveys). During the last hour of the 6th 




Description of the Study Instrumentation 
 The surveys used in this study included modified research measures and 
instruments designed for prior use by Kearney (2017) and for use by other fellows of 
Dr. Barbara Wallace's Research Group on Disparities in Health (RGDH), for which she 
serves as Director in the Department of Health and Behavior Studies, Teachers College, 
Columbia University for use by members of the RGDH. More specifically, the work of a 
prior RGDH fellow who conducted a camp evaluation, i.e., Kearney (2017), was closely 
followed, while modifying and adapting the study instrumentation for the present camp 
evaluation. A pre-camp survey was given at the beginning of camp, a post-camp survey 
was given at the end of camp, and short before/pre-lesson and after/post-lesson rating 
surveys were given after each of the 14 individual lesson modules in the final minutes of 
each class. All survey parts are described in this section. 
Matching Pre- and Post-Surveys: Participant Code Data 
 A system was developed for matching the campers' pre- and post-camp surveys. 
This followed the work of Kearney (2017), while modified for the present study. 
More specifically, the instructions for creating and explaining the purpose of a 
matching code were, as follows: 
Please provide answers that you are likely to remember when asked these 
questions again at the end of camp.  
  
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 




Create a Personal Code:  
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
Or, for example, your Personal Code might be: 
RED – CHICKEN – WATER – HOODIE – SCHOOL 
 
Please remember your personal code. Write it down so you remember. You will 
put your Personal Code on all the surveys you take during your week at camp.  
You will NOT put your name on any survey. The use of a Personal Code means 
that your answers remain confidential and are not linked to your name. 
Pre-Camp Survey 
The pre-camp survey had several survey parts, as described in this section. 
 Part I: Basic Demographics and Background Information. This scale was 
used to obtain demographic information from the sample, including gender, age, 
race/ethnicity, place of birth/age came to the United States, grade level, grades/marks, 
school absenteeism, school promotion status, and prior camp attendance. This scale was 
developed for, and previously used by a RGDH fellow, Kearney (2017). 
 Part II: Pre-Camp Stage of Change, Self-Efficacy, Knowledge, and Social 
Support. This part of the survey is a measure created by the researcher and Dr. Barbara 
Wallace (Director, RGDH), being modified from Kearney (2017). This scale was 
composed of the following: 
Pre-camp - the five target behaviors were rated by participants with regard to their 
stage of change, self-efficacy, knowledge and level of social support for performing 
each of the five behaviors--i.e. for: 1) saying “no” to sex, if pressured to have sex; 
2) talking about the need to use a condom every time, if you have sex; 3) saying “no” 
to drugs, if pressured to use them; 4)  saying “no” to alcohol, if pressured to drink; 
and, 5) ending unhealthy relationships, if being abused. 
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• First, the pre-camp stage of change for each of the five target behaviors was scored 
using a 5-point Likert scale, as follows—to provide a mean, standard deviation, 
minimum and maximum scores: 
1-_____I am not thinking of doing this at all. (pre-contemplation stage) 
2-_____I am thinking about doing this (contemplation stage) 
3-_____I am preparing or planning to do this (preparation stage) 
4-_____I have already been doing this for less than 6 months (action stage) 
5-_____I have already been doing this for more than 6 months (maintenance) 
 
• Second, the pre-camp self-efficacy for each of the five target behaviors was scored 
using a 6-point Likert scale, as follows—to provide a mean, standard deviation, 
minimum and maximum scores: 
1-____I am 0% confident I could do this (no self-efficacy) 
2-____ I am 20% confident I could do this (very low self-efficacy) 
3-____ I am 40% confident I could do this (low self-efficacy) 
4-____ I am 60% confident I could do this (moderate self-efficacy)           
5-____ I am 80% confident I could do this (high self-efficacy)            
6-____ I am 100% confident I could do this (very high self-efficacy) 
 
• Third, the pre-camp knowledge for each of the five target behaviors was scored 
using a 5-point Likert scale, as follows—to provide a mean, standard deviation, 
minimum and maximum scores: 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
• Fourth, the pre-camp social support for each of the five target behaviors was scored 
using a 5-point Likert scale, as follows—to provide a mean, standard deviation, 
minimum and maximum scores: 
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1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for doing 
this 
3-___I have moderate support (encouragement) from friends/family/others for 
doing this 
4-___I have high support (encouragement) from friends/family/others for 
doing this 
5-___I have very high support (encouragement) from friends/family/others for 
doing this 
 
 Part III: Individual Lesson Module Surveys. This part of the survey follows a 
rating scale used in Kearney (2017), and for the RGDH in many studies, using a 6-point 
Likert [i.e. very poor (=1); poor (=2); fair (=3); good (=4); very good (=5); excellent 
(=6)]. As a standard approach used by the RGDH, the rating scale is used both pre- and 
post- an intervention. For this study, the rating scale was given in the last few minutes to 
campers of those 14 sessions where they were exposed to the 14 lesson topics (i.e. on 1) 
communication; 2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 
5) puberty; 6) peer pressure; 7) pregnancy; 8) contraception;9) gender and 
sexuality; 10) healthy relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 
14) managing emotions and conflict negotiation). They, were asked in the last few 
minutes of each class covering one of the 14 topics to provide ratings to two question 
prompts, using the above mentioned 6-point Likert scale. 
• I rate what I knew about this topic BEFORE THIS CAMP LESSON as: 
 
• I rate what I NOW know about this topic AFTER THIS CAMP LESSON as: 
 
The result was 14 BEFORE THIS CAMP LESSON or pre-lesson mean scores 
with standard deviation, minimum and maximum scores; and 14 AFER THIS CAMP 




In other words, for each of the 14 lessons campers provided a before/pre-lesson 
and after/post-lesson rating of their knowledge of that lesson topic (in quick succession) 
within the last few minutes of each of 14 classes. 
Post-Camp Survey 
The post-camp survey had several survey parts, as described in this section.. 
 Part I: Post-Camp Background Information. This brief section was based on 
the Pre-Camp Survey Part I, ascertaining data on gender, and age. There were two 
questions added about attendance on each day of camp, and attendance at each session of 
camp. 
 Part II: Post-Camp Stage of Change, Self-Efficacy, Knowledge, and Social 
Support. The post-camp survey is identical to the pre-camp survey Part II, described 
earlier. See above for the sections and their scoring.  
 Part III: Rating of Camp.  Survey questions followed Kearney (2017), while 
modified for the present study focus. The result was a post-camp tool using 6-point Likert 
scales [very poor (=1); poor (=2); fair (=3); good (=4); very good (=5); excellent (=6)] for 
obtaining ratings of: camp lessons, camp activities, camp counselors, lesson teachers, and 
the overall camp experience.  These scales produced a mean, minimum and maximum 
score, and a standard deviation. 
 Additionally, the campers provided a ranking of the top three activities and top 
three lessons that they participated in during camp. 
 Of note, a final question was rooted in the Diffusion of Innovations Theory of 
Rogers (1995), while asking:  
• Would you RECOMMEND this camp to other adolescents? 
__No  __Yes  __Not Sure 
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This last question was analyzed for frequency and percentage, while answers of 
"yes" were interpreted as their engaging in diffusion of the innovation of attending the 
Camp Rise Up summer camp for the provision of a structured 14 lesson curriculum 
tailored to the needs of unstably housed youth. 
 Part VI: Post-Camp Review and Recommendations. The work of Kearney 
(2017) was followed in using three standard open-ended qualitative questions as the final 
part of the post-camp survey. The participants answered the following questions: 
In your own words, why would you recommend or not recommend this camp 
to other adolescents? What were the strengths and weaknesses of this camp? 
And, how could the camp experience be improved or made better?  
  
The qualitative data were analyzed for emergent themes. 
Data Management 
 De-identified data from hard-copy surveys were provided by TFH. The 
participants' personal codes permitted matching of their pre-camp to post-camp surveys 
for comparison via data analysis. Data was entered into Qualtrics (www.qualtrics.com) 
and transferred into SPSS, being analyzed using the latest version of SPSS (26.0). 
Data Analysis Plan 
Using The Floating Hospital (TFH) data for an evaluation of the August 2019 
Camp Rise Up summer session with a sample of unstably housed adolescents (N=24) 
ages 11-16, this study engaged in a secondary analysis of de-identified data from TFH, in 
order to answer the following research questions--using the data analysis plans indicated: 
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Quantitative Portion of Study 
1-What were the pre-camp demographic and other background characteristics of the 
campers (i.e. age, race/ethnicity, gender, US born or not, grade level, average grades 
received in school, absenteeism, school retention status and prior camp attendance)? 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages  
 
2-How did they rate themselves pre-camp for their stage of change, self-efficacy, 
knowledge, and social support for performing the five behaviors of focus: 1) saying 
“no” to sex, if pressured to have sex; 2) talking about the need to use a condom every 
time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to 
alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if being abused?  
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
3-When comparing their pre-camp mean score ratings for their stage of change, self-
efficacy, knowledge, and social support for performing the five behaviors of focus 
[i.e., : 1) saying “no” to sex, if pressured to have sex; 2) talking about the need to use a 
condom every time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4) 
 saying “no” to alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if 
being abused] versus the corresponding post-camp mean scores, was there a 
significant difference (increase)—using paired t-tests? 
Data Analysis Plan: Paired t-tests  
 
4-When using paired t-tests in search of any significant difference (increase) in campers’ 
mean self-ratings for their knowledge of the 14 lesson topics from before/pre-lesson 
versus after/post-lesson, what were the findings [i.e. 1) communication; 2) self-
esteem/body image; 3) anatomy; 4) alcohol and drugs; 5)  puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy relationships; 
11)  consent; 12) STIs/HIV; 13) media literacy; 14) managing emotions and conflict 
negotiation]? 
Data Analysis Plan: Paired t-tests 
 
5-Post-camp, how did they rate the 1) camp activities, and 2) camp lessons.  
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
6-Post-camp, what were their mean ratings for what they learned (using a scale from 
excellent to very poor) with regard to each of the 14 camp lessons (i.e.: 1) 
communication; 2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 5) 
puberty; 6) peer pressure; 7) pregnancy; 8) contraception; 9) gender and sexuality; 10) 
healthy relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 14) managing 
emotions and conflict negotiation)? 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 




7-Post-camp, using a scale from excellent to very poor, what were the mean ratings for: 
1-the counselors at camp; 2-the teachers of lessons at camp; and, 3-the overall camp 
experience? 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 
8- Would the campers recommend or not recommend the camp experience (yes/no) to 
others, thereby potentially diffusing (yes) the innovation of using a camp experience to 
enhance behavioral and socio-emotional health of homeless youth? 
Data Analysis Plan: Descriptive statistics, frequencies, and percentages 
 
 
Qualitative Portion of Study 
 
9-Why would the campers recommend or not recommend the camp to other adolescents? 
What did the campers identify as the strengths and weaknesses of this camp? And, how 
could the camp experience be improved or made better?  
Data Analysis Plan: Identification of emergent themes 
 
 Regarding the qualitative data analysis, the Guide followed by the RGDH appears 
in Appendix J. 
Conclusion 
This chapter described the methods used in the present study. This included an 
overview of the study design, study procedures, recruitment of participants, and 
description of research instrumentation. The chapter concluded with a description of data 
management and data analysis procedures. 







 This chapter will discuss the results of the data analysis. Findings are organized as 
responses to each of the study research questions. Additionally, tables will be presented 
to summarize the findings. The chapter will conclude with an analysis of the qualitative 
data. 
Data Analysis Results by Study Question 
Results for Question #1 
What were the pre-camp demographic and other background 
characteristics of the campers (i.e. age, race/ethnicity, gender, US born or 
not, grade level, average grades received in school, absenteeism, school 
retention status and prior camp attendance)? 
 
The participants of Camp Rise Up 2019 (n=24) consisted of 13 girls (54.2%) and 11 boys 
(45.8%) with 78.3% (n=18) born in the United States, having a mean age of 13.26 years (SD= 
1.322, min=11, max=16). Half of the campers (n=11, 50.0%) were Black/African American, 8 
(36.4%) were Latinx and 3 (13.6%) identified as more than one race. The grade participants were 
entering in school ranged from 6-12, with the mean being 8.22 (SD=1.757, min=6, max=12). The 
average grades for 56.5 % participants (n=13) were "Bs" (80-89) and most (n=18, 81.8%) were 
promoted to the next grade for the 2020-2021 school year. Absenteeism rates at school were 
relatively low with 34.8% (n=8) only being absent between 0-3 days, and another 34.8% (n=8) 
being absent 4-10 days. Just over half the campers (52.2%) had participated in a summer camp 
before (n=12), and two campers (8.7%) participated in the pilot of Camp Rise Up in 2018. 




Table 1. Demographic Characteristics of Sample 
 
 N % 
Gender (N=24)   
Female  13 54.2 
Male 11 45.8 
 
Country of Birth (N=23) 
  
 United States 18 78.3 
 Other 5 21.7 
 
Race/Ethnicity (N=22) 
Black/African Americans 11 50.0 
Latinx 8 36.4 
Other/More than 1 3 13.6 
 
Age (N=23) 
[Mean=13.26, min=11, max=16, SD=1.322] 
11  2 8.7 
12  4 17.4 
13  9 39.1 
14  3 13.0 
15  4 17.4 
16  1 4.3 
 
Grade in School (N=23) 
  
6 3 13.0 
7 7 30.4 
8 6 26.1 
10 4 17.4 
11 2 8.7 
12 1 4.3 
 
Grades/Marks in School (N=23) 
  
As (90-100) 3 13.0 
Bs (80-89) 13 56.5 
Cs (70-79) 6 26.1 
Ds (65-69) 1 4.3 
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Table 1 (continued) 
 
 N % 
Absent from School (N=23)   
 0-3 Days 8 34.8 
4-10 Days 8 34.8 
11-20 Days 3 13.0 
21-30 Days 1 4.3 
31+ Days 3 13.0 
 
School Promotion Status (N= 22) 
  
Promoted to next grade 18 81.8 
Have to repeat my last grade 2 9.1 
I’m not sure 2 9.1 
 
Attended Summer Camp (N=23) 
  
Never attended a camp before 9 39.1 
Attended a camp before 12 52.2 
I attended the Floating Hospital Camp last year 2 8.7 
 
Results for Question #2 
How did they rate themselves pre-camp for their stage of change, 
self-efficacy, knowledge, and social support for performing the five 
behaviors of focus: 1) saying “no” to sex, if pressured to have sex; 
2) talking about the need to use a condom every time, if you have sex; 
3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to 
alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if 
being abused? 
 
Pre-Camp Stages of Change for the Five Behaviors. Findings for pre-camp 
stages of change for the five behaviors, showed most were in or closer to the 
precontemplation stage: 
• The pre-camp stage of change in regard to saying “no” to sex, if pressured to have 
sex, was a mean of 1.33, or closer to pre-contemplation stage (SD=.702, Min=1, 
Max=4). For example, there were 75% (n=18) in pre-contemplation phase.  
 
• For talking about using a condom every time, if you have sex, the mean was 1.36, or 
closer to pre-contemplation (SD=.658, Min=1, Max=3)  with 72.7% (n=16) of 




• The pre-camp stage of change for saying “no” to drugs, if pressured to use them had a 
mean of 1.09 for pre-contemplation stage (SD=.417, Min=1, Max=3). Almost all the 
campers (n=22, 95.7%) were in pre-contemplation stage (1). 
 
• The pre-test stage of change for saying “no” to alcohol, if pressured to drink had a 
mean of 1.18 for pre-contemplation (SD=.588, Min=1, Max=3), with 90.9% of 
campers choosing “I am not thinking of doing this at all” (1). 
 
• Lastly, the pre-test stage of change for ending an unhealthy relationship, if being 
abused had a mean of 1.45, or between pre-contemplation and contemplation stage 
(SD=.963, Min=1, Max=5). Some 72.7% (n=16) campers were in the pre-
contemplation stage. 
 
See Table 2. 
 
Table 2. Pre-Camp Stages of Change for Five Behaviors 
 
 N % 
1-Pre-Camp Stage of Change (N=24) 
Saying “no” to sex, if pressured to have sex 
[Mean=1.33, SD=.702, Scale 1-6, Min=1, Max=4] 
  
1 (pre-contemplation)-I am not thinking of doing this it all 18 75.0 
2-(contemplation)-I am thinking about doing this 5 20.8 
3- (preparation)-I am preparing or planning to do this 0 0 
4-(action)-I have already been doing this for less than 6 months 1 4.2 
5- (maintenance)-I have already been doing this for more than 6 months 0 0 
2-Pre-Camp Stage of Change (N=22)   
Talking about the need to use a condom every time, if you have sex 
[Mean=1.36, SD=.658, Scale 1-5, Min=1, Max=3] 
  
1 (pre-contemplation)-I am not thinking of doing this it all 16 72.7 
2-(contemplation)-I am thinking about doing this 4 18.2 
3- (preparation)-I am preparing or planning to do this 2 9.1 
4-(action)-I have already been doing this for less than 6 months 0 0 
5- (maintenance)-I have already been doing this for more than 6 months 0 0 
3-Pre-Camp Stage of Change (N=23)   
Saying “no” to drugs, if pressured to use them 
[Mean=1.09, SD=.417, Scale 1-5, Min=1, Max=3] 
  
1 (pre-contemplation)-I am not thinking of doing this it all 22 95.7 
2-(contemplation)-I am thinking about doing this 0 0 
3- (preparation)-I am preparing or planning to do this 1 4.3 
4-(action)-I have already been doing this for less than 6 months 0 0 
5- (maintenance)-I have already been doing this for more than 6 months 0 0 
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Table 2 (continued) 
 
 N % 
3-Pre-Camp Stage of Change (N=22) 
Saying “no” to alcohol, if pressured to drink 
[Mean=1.18, SD=.588, Scale 1-5, Min=1, Max=3] 
  
1 (pre-contemplation)-I am not thinking of doing this it all 20 90.9 
2-(contemplation)-I am thinking about doing this 2 9.1 
3- (preparation)-I am preparing or planning to do this 0 0 
4-(action)-I have already been doing this for less than 6 months 0 0 
5- (maintenance)-I have already been doing this for more than 6 months 0 0 
4-Pre-Camp Stage of Change (N=22) 
Ending unhealthy relationships, if being abused 
[Mean=1.45, SD=.963, Scale 1-5, Min=1, Max=5] 
  
1 (pre-contemplation)-I am not thinking of doing this it all 16 72.7 
2-(contemplation)-I am thinking about doing this 4 18.2 
3- (preparation)-I am preparing or planning to do this 1 4.5 
4-(action)-I have already been doing this for less than 6 months 0 0 
5- (maintenance)-I have already been doing this for more than 6 months 1 4.5 
 
 
 Pre-Camp Self-Efficacy for the Five Behaviors. The pre-camp self-efficacy 
for the five behaviors showed mostly very low to low self-efficacy: 
• The mean for saying “no” to sex, if pressured was a 2.58, or between 20%-40% 
confident (SD=2.020, Min=1, Max=6), with some 58.3% (n=14) rating their 
confidence as 0% confident (1).  
 
• The pre-test self-efficacy mean for talking about the need to use a condom every 
time, if having sex was a 2.64, or between 20%-40% confident (SD= 2.300, Min=1, 
Max=6) Some 14 campers (63.6%) chose 0% confident (1). 
 
• The pre-camp self-efficacy for saying “no” to drugs, if pressured to use them had a 
mean of 2.83, or closer to 40% confident (SD= 2.406, Min=1, Max=6) The majority 
(n=14, 60.9%) rated this question a (1), or 0% confident. 
 
• The pre-camp self-efficacy mean for saying “no” to alcohol, if pressured to drink was 
a 3.05 for 40% confident (SD= 2.360, Min=1, Max=6), yet 50% (n=11) of campers 
still rated this a (1), or 0% confident.  
 
• Lastly, the pre-camp self-efficacy mean for ending unhealthy relationships, if being 
abused had a mean of 3.09 for 40% confident (SD= 2.428, Min=1, Max=6) But 
again, the majority of campers (n=12, 54.5%) rated themselves as 0% confident 




Of note, there were 8 campers (36.4%) who rated their self-efficacy as 100% 
confident (6) at pre-test for saying “no” to alcohol, if pressured to drink, saying “no” to 
drugs, if pressured to use them, and ending unhealthy relationships, if being abused.  
See Table 3. 
 
Table 3. Pre-Camp Self-Efficacy for Five Behaviors 
 
 N % 
1-Pre-Camp Self-Efficacy (N=24) 
Saying “no” to sex, if pressured to have sex 
[Mean=2.58, SD=2.020, Scale 1-6, Min=1, Max=6] 
  
1- I am 0% confident I could do this 14 58.3 
2-I am 20% confident I could do this 0 0 
3- I am 40% confident I could do this 1 4.2 
4-I am 60% confident I could do this 3 12.5 
5- I am 80% confident I could do this 3 12.5 
6- I am 100% confident I could do this 3 12.5 
2-Pre-Camp Self-Efficacy (N=22) 
Talking about the need to use a condom every time, if you have sex 
[Mean=2.64, SD= 2.300, Scale 1-6, Min=1, Max=6] 
  
1- I am 0% confident I could do this 14 63.6 
2-I am 20% confident I could do this 0 0 
3- I am 40% confident I could do this 1 4.5 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 1 4.5 
6- I am 100% confident I could do this 6 27.3 
3-Pre-Camp Self-Efficacy (N=23) 
Saying “no” to drugs, if pressured to use them 
[Mean=2.83, SD= 2.406, Scale 1-6, Min=1, Max=6] 
  
1- I am 0% confident I could do this 14 60.9 
2-I am 20% confident I could do this 0 0 
3- I am 40% confident I could do this 1 4.3 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 0 0 
6- I am 100% confident I could do this 8 34.8 
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Table 3 (continued) 
 
 N % 
 
4-Pre-Camp Self-Efficacy (N=22) 
Saying “no” to alcohol, if pressured to drink 
[Mean=3.05, SD= 2.360, Scale 1-6, Min=1, Max=6] 
  
1- I am 0% confident I could do this 11 50.0 
2-I am 20% confident I could do this 1 4.5 
3- I am 40% confident I could do this 2 9.1 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 0 0 
6- I am 100% confident I could do this 8 36.4 
5-Pre-Camp Self-Efficacy (N=22)   
Ending unhealthy relationships, if being abused   
[Mean=3.09, SD= 2.428, Scale 1-6, Min=1, Max=6]   
1- I am 0% confident I could do this 12 54.5 
2-I am 20% confident I could do this 0 0 
3- I am 40% confident I could do this 1 4.5 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 1 4.5 




 Pre-Camp Knowledge for the Five Behaviors. Findings for pre-camp 
knowledge for the five behaviors showed most a moderate level of knowledge: 
• The pre-camp knowledge mean for saying “no” to sex, if pressured to have sex 
was 2.74, or closer to moderate knowledge about how to do this (SD=1.137, 
Min=1, Max=5). 
 
• Talking about the need to use a condom every time, if you have sex had a mean of 
2.77, or closer to moderate knowledge about how to do this at pre-test (SD=1.602, 
Min=1, Max=5).  
 
• Saying “no” to drugs, if pressured to use them had a mean of 2.87, or closer to 
moderate knowledge about how to do this at pre-camp (SD= 1.866, Min=1, 
Max=5).  
 
• At pre-test, saying “no” to alcohol, if pressured to drink had a mean of 3.14 for 
moderate knowledge about how to do this (SD= 1.754, Min=1, Max=5). 
 
• The pre-camp mean for ending unhealthy relationships, if being abused was 3.41, 
or between moderate and high knowledge about how to do this (SD= 1.593, 




Campers had the lowest knowledge about how to say “no” to drugs, if pressured 
to use them with the most common answer being (1) “I have very low knowledge about 
how to do this” (n=10, 43.5%). Some campers indicated very high knowledge for ending 
unhealthy relationships, if abused with 9 campers (40.9%) rating it a (5) “I have very 
high knowledge about how to do this.”  
 See Table 4. 
 
Table 4. Pre-Camp Knowledge for Five Behaviors 
 
 N % 
1-Pre-Camp Knowledge (N=23)   
Saying “no” to sex, if pressured to have sex   
[Mean=2.74, SD=1.137, Scale 1-5, Min=1, Max=5]   
1- I have no knowledge about how to do this 4 17.4 
2-I have low knowledge about how to do this 5 21.7 
3- I have moderate knowledge about how to do this 8 34.8 
4-I have high knowledge about how to do this 5 21.7 
5- I have very high knowledge about how to do this 1 4.3 
2-Pre-Camp Knowledge (N=22)   
Talking about the need to use a condom every time, if you have sex   
[Mean=2.77, SD=1.602, Scale 1-5, Min=1, Max=5]   
1- I have no knowledge about how to do this 7 31.8 
2-I have low knowledge about how to do this 4 18.2 
3- I have moderate knowledge about how to do this 3 13.6 
4-I have high knowledge about how to do this 3 13.6 
5- I have very high knowledge about how to do this 5 22.7 
 
3-Pre-Camp Knowledge (N=23) 
  
Saying “no” to drugs, if pressured to use them   
[Mean=2.87, SD= 1.866, Scale 1-5, Min=1, Max=5]   
1- I have no knowledge about how to do this 10 43.5 
2-I have low knowledge about how to do this 1 4.3 
3- I have moderate knowledge about how to do this 3 13.0 
4-I have high knowledge about how to do this 0 0 
5- I have very high knowledge about how to do this 9 39.1 
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Table 4 (continued) 
 
 N % 
4-Pre-Camp Knowledge (N=22)   
Saying “no” to alcohol, if pressured to drink   
[Mean=3.14, SD= 1.754, Scale 1-5, Min=1, Max=5]   
1- I have no knowledge about how to do this 7 31.8 
2-I have low knowledge about how to do this 2 9.1 
3- I have moderate knowledge about how to do this 2 9.1 
4-I have high knowledge about how to do this 3 13.6 
5- I have very high knowledge about how to do this 8 36.4 
5-Pre-Camp Knowledge (N=22)   
Ending unhealthy relationships, if being abused   
[Mean=3.41, SD= 1.593, Scale 1-5, Min=1, Max=5]   
1- I have no knowledge about how to do this 4 18.2 
2-I have low knowledge about how to do this 3 13.6 
3- I have moderate knowledge about how to do this 4 18.2 
4-I have high knowledge about how to do this 2 9.1 
5- I have very high knowledge about how to do this 9 40.9 
 
 
 Pre-Camp Social Support for the Five Behaviors. Lastly, findings for pre-
camp social support for the five behaviors showed mostly low social support: 
• Pre-camp social support for saying “no” to sex, if pressured to have sex had a mean 
of 2.17, or closer to low support (SD=1.466, Min=1, Max=5). Some 52.2% (n=12) 
rated this question a 1- “I have no support from friend/family/others to do this”. 
 
• Talking about the need to use a condom every time, if you have sex had a mean of 
2.55, or between low-moderate support at pre-test (SD=1.711, Min=1, Max=5). 
However, 45.5% (n=10) rated this question a 1- “I have no support from 
friend/family/others to do this”. 
 
• Saying “no” to drugs, if pressured to use them had a mean of 2.35, or closer to low 
support at pre-camp (SD=1.849, Min=1, Max=5), with 60.9% (n=14) of campers 
rating this question a 1- “ I have no support from friend/family/others to do this”. 
 
• At pre-test, saying “no” to alcohol, if pressured to drink had a social support mean of 
2.18, or low support (SD=1.736, Min=1, Max=5). The majority of campers 63.9% 





• At pre-camp, the social support mean for ending unhealthy relationships, if being 
abused was 2.73, or closer to moderate support (SD=1.907, Min=1, Max=5). Half of 
the campers (n=11) felt they had no support (1) to do this behavior pre-camp. 
 
 See Table 5. 
 
Table 5. Pre-Camp Social Support for Five Behaviors 
 
 N % 
1-Pre-Camp Social Support (N=23)   
Saying “no” to sex, if pressured to have sex   
[Mean=2.17, SD=1.466, Scale 1-5, Min=1, Max=5]   
1- I have no support (encouragement) from friends/family/others for doing this 12 52.2 
2-I have low support (encouragement) from friends/family/others for doing 
this 
2 8.7 
3- I have moderate support (encouragement) from friends/family/others for 
doing this 
5 21.7 
4-I have high support (encouragement) from friends/family/others for doing 
this 
1 4.3 
5- I have very high support (encouragement) from friends/family/others for 
doing this 
3 13.0 
2-Pre-Camp Social Support (N=22)   
Talking about the need to use a condom every time, if you have sex   
[Mean=2.55, SD=1.711, Scale 1-5, Min=1, Max=5]   
1- I have no support (encouragement) from friends/family/others for doing this 10 45.5 
2-I have low support (encouragement) from friends/family/others for doing 
this 
2 9.1 
3- I have moderate support (encouragement) from friends/family/others for 
doing this 
4 18.2 
4-I have high support (encouragement) from friends/family/others for doing 
this 
0 0 
5- I have very high support (encouragement) from friends/family/others for 
doing this 
6 27.3 
3-Pre-Camp Social Support (N=23)   
Saying “no” to drugs, if pressured to use them   
[Mean=2.35, SD=1.849, Scale 1-5, Min=1, Max=5]   
1- I have no support (encouragement) from friends/family/others for doing this 14 60.9 
2-I have low support (encouragement) from friends/family/others for doing 
this 
1 4.3 
3- I have moderate support (encouragement) from friends/family/others for 
doing this 
1 4.3 
4-I have high support (encouragement) from friends/family/others for doing 
this 
0 0 





Table 5 (continued) 
 
 N % 
4-Pre-Camp Social Support (N=22)   
Saying “no” to alcohol, if pressured to drink   
[Mean=2.18, SD=1.736, Scale 1-5, Min=1, Max=5]   
1- I have no support (encouragement) from friends/family/others for doing this 14 63.6 
2-I have low support (encouragement) from friends/family/others for doing 
this 
1 4.5 
3- I have moderate support (encouragement) from friends/family/others for 
doing this 
1 4.5 
4-I have high support (encouragement) from friends/family/others for doing 
this 
1 4.5 




5-Pre-Camp Social Support (N=22) 
  
Ending unhealthy relationships, if being abused   
[Mean=2.73, SD=1.907, Scale 1-5, Min=1, Max=5]   
1- I have no support (encouragement) from friends/family/others for doing this 11 50.0 
2-I have low support (encouragement) from friends/family/others for doing 
this 
1 4.5 
3- I have moderate support (encouragement) from friends/family/others for 
doing this 
1 4.5 
4-I have high support (encouragement) from friends/family/others for doing 
this 
1 4.5 





Results for Research Question #3 
When comparing their pre-camp mean score ratings for their stage 
of change, self-efficacy, knowledge, and social support for performing 
the five behaviors of focus [i.e., : 1) saying “no” to sex, if pressured to 
have sex; 2) talking about the need to use a condom every time, if you 
have sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying “no” 
to alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if 
being abused] versus the corresponding post-camp mean scores, was 
there a significant difference (increase)—using paired t-tests? Post-camp 
mean scores, was there a significant difference—using paired t-tests? 
 
 Paired t-tests were used to compare the pre-camp mean score ratings for their 
stage of change, self-efficacy, knowledge, and social support for performing the five 
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behaviors of focus [i.e., : 1) saying “no” to sex, if pressured to have sex; 2) talking about 
the need to use a condom every time, if you have sex; 3) saying “no” to drugs, if 
pressured to use them; 4)  saying “no” to alcohol, if pressured to drink; and, 5) ending 
unhealthy relationships, if being abused] versus the corresponding post-camp mean 
scores.   
 Of note, the details of the post-camp findings for the stage of change, self-
efficacy, knowledge, and social support for performing the five behaviors of focus 
appear in Appendix K in four tables. 
Stages of Change. Results showed no pre-camp versus post-camp comparisons 
were significant, given 5 group comparisons, using the Bonferroni Adjustment 
Significance level (0.05/5, p = 0.01). There were two non-significant trends (p < .05) for 
the following comparisons: 
• When comparing the pre-camp stages of change for saying “no” to sex, if 
pressured to have sex mean (Mean=1.30, SD=.703) to the post-camp stages of 
change for saying “no” to sex, if pressured to have sex mean (Mean=1.83, 
SD=1.154), there was trend toward significance  (t= -2.313, df=22, p=.030); but it 
did not meet the Bonferroni Adjustment Significance level (0.05/5, p = 0.01) 
• When comparing the pre-camp stages of change for saying “no” to drugs, if 
pressured to use them mean (Mean=1.09, SD=.417) to the post-camp stages of 
change for saying “no” to drugs, if pressured to use them mean (Mean=1.39, 
SD=.988), there was a trend toward significance (t= -2.077, df=22, p= .050); but 
it did not meet the Bonferroni Adjustment Significance level (0.05/5, p = 0.01). 
 
See Table 6. 
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Table 6. Paired Sample T-Tests for Stages of Change 
 
 N Mean SD t df p 
Saying “no” to sex, if pressured to 
have sex. 
      
Pre 23 1.30 .703 -2.313 22 .030* 
Post 23 1.83 1.154    
Talking about the need to use a 
condom every time, if having sex. 
      
Pre 22 1.36 .658 -1.936 21 .066 
Post 22 1.82 1.140    
Saying “no” to drugs, if pressured to 
use them. 
      
Pre 23 1.09 .417 -2.077 22 .050* 
Post 23 1.39 .988    
Saying “no” to alcohol, if pressured 
to drink. 
      
Pre 22 1.18 .588 -1.096 21 .285 
Post 22 1.41 1.098    
Ending unhealthy relationships, if 
being abused. 
      
Pre 22 1.45 .963 -.721 21 .479 
Post 22 1.68 1.249    
 
*p < .05, **p< .01, ***p<.001 Bonferroni Adjustment Significance (.05/5, p=.01). Note: 
all p values above .01 are considered non-significant; and only those below .01 are 
considered statistically significant. 
 
Self-Efficacy. Using paired T-tests, results showed no pre-camp versus post-
camp comparisons for self-efficacy were significant, given 5 group comparisons, and 
using the Bonferroni Adjustment Significance level (0.05/5, p = 0.01). 
See Table 7. 
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Table 7.  Paired Sample T-Tests for Self-Efficacy 
 
 N Mean SD t df p 
 
Saying “no” to sex, if pressured to have 
sex. 
      
Pre 23 2.52 2.042 -1.518 22 .143 
Post 23 3.04 2.325 
   
Talking about the need to use a condom 
every time, if having sex.       
Pre 22 2.64 2.300 -1.698 21 .104 
Post 22 3.45 2.365 
   
Saying “no” to drugs, if pressured to use 
them.       
Pre 23 2.83 2.406 -1.100 22 .283 
Post 23 3.30 2.458 
   
Saying “no” to alcohol, if pressured to 
drink.       
Pre 22 3.05 2.360 -.540 21 .595 
Post 22 3.27 2.394 
   
Ending unhealthy relationships, if being 
abused.       
Pre 22 3.09 2.428 -.990 21 .334 
Post 22 3.55 2.464    
 
*p < .05, **p< .01, ***p<.001 Bonferroni Adjustment Significance (.05/5, p=.01). Note: 
all p values above .01 are considered non-significant; and only those below .01 are 
considered statistically significant. 
 
Knowledge. Using paired T-tests to compare the pre-camp versus post-camp mean 
scores for knowledge, results showed one significant finding, given 5 group comparisons, 
and using the Bonferroni Adjustment Significance level (0.05/5, p = 0.01), as follows: 
• When comparing the pre-camp knowledge for saying “no” to sex, if pressured to 
have sex mean (Mean=2.77, SD=1.152) to the post-camp knowledge for saying 
“no” to sex, if pressured to have sex mean (Mean=3.91, SD=1.411), the difference 
achieved significance (t=-3.578, df=21, p=.002).  
 
 In addition, there was three trends approaching significance (p < .05), but they did 
not reach the Bonferroni Adjustment Significance level (0.05/5, p = 0.01), as follows: 
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• When comparing the pre-camp knowledge for saying “no” to drugs, if pressured to 
use them mean (Mean=2.87, SD=1.866) to the post-camp knowledge for saying “no” 
to drugs, if pressured to use them mean (Mean=3.70, SD=1.769), there was a trend 
toward significance (t=-2.087, df=22, p=.049) 
 
• When comparing the pre-camp knowledge for saying “no” to alcohol, if pressured to 
drink mean (Mean=3.14, SD=1.754) to the post-camp knowledge for saying “no” to 
alcohol, if pressured to drink mean (Mean=3.77, SD=1.631), there was a trend 
toward significance  (t=-2.246, df=21, p=.036)  
 
• When comparing the pre-camp knowledge for ending unhealthy relationships, if 
being abused mean (Mean=3.33, SD=1.592) to the post-camp knowledge for ending 
unhealthy relationships, if being abused mean (Mean=3.90, SD=1.609), there was a 
trend toward significance  (t=-2.248, df=20, p=.036) 
 
See Table 8. 
Table 8. Paired Sample T-Tests for Knowledge 
 N Mean SD t df p 
Saying “no” to sex, if pressured to 
have sex.       
Pre 22 2.77 1.152 -3.578 21 .002** 
Post 22 3.91 1.411 
   
Talking about the need to use a 
condom every time, if having sex.       
Pre 22 2.77 1.602 -1.987 21 .060 
Post 22 3.55 1.683 
   
Saying “no” to drugs, if pressured to 
use them.       
Pre 23 2.87 1.866 -2.087 22 .049* 
Post 23 3.70 1.769 
   
Saying “no” to alcohol, if pressured 
to drink.       
Pre 22 3.14 1.754 -2.246 21 .036* 
Post 22 3.77 1.631 
   
Ending unhealthy relationships, if 
being abused.       
Pre 21 3.33 1.592 -2.248 20 .036* 
Post 21 3.90 1.609 
   
 
*p < .05, **p< .01, ***p<.001 Bonferroni Adjustment Significance (.05/5, p=.01). Note: 
all p values above .01 are considered non-significant; and only those below .01 are 




Social Support. Using paired T-tests, comparing the pre- versus post-camp mean 
scores for social support, given 5 group comparisons, and using the Bonferroni 
Adjustment Significance level (0.05/5, p = 0.01), findings showed one non-significant 
trend: 
• When comparing the pre-camp social support for saying “no” to alcohol, if pressured 
to drink mean (Mean=2.18, SD=1.736) to the post-camp social support for saying 
“no” to alcohol, if pressured to drink mean (Mean=2.86, SD=1.885), there was a non-
significant trend (t=-2.241, df=21, p=.036). 
 
See Table 9. 
 
Table 9. Paired Sample T-Tests for Social Support 
 
 N Mean SD t df p 
Saying “no” to sex, if pressured to have sex.       
Pre 22 2.23 1.478 -1.995 21 .059 
Post 22 3.09 1.743    
Talking about the need to use a condom every 
time, if having sex. 
      
Pre 22 2.55 1.711 -1.083 21 .291 
Post 22 3.00 1.799    
Saying “no” to drugs, if pressured to use them.       
Pre 23 2.35 1.849 -1.232 22 .231 
Post 23 2.65 1.945    
Saying “no” to alcohol, if pressured to drink.       
Pre 22 2.18 1.736 -2.241 21 .036* 
Post 22 2.86 1.885    
Ending unhealthy relationships, if being 
abused. 
      
Pre 22 2.73 1.907   -.984 21 .336 
Post 22 3.09 1.900    
 
*p < .05, **p< .01, ***p<.001 Bonferroni Adjustment Significance (.05/5, p=.01). Note: all p 





Results for Research Question #4 
When using paired t-tests in search of any significant difference 
(increase) in campers’ mean self-ratings for their knowledge of the 14 
lesson topics from before/pre-lesson versus after/post-lesson, what were 
the findings [i.e. 1) communication; 2) self-esteem/body image; 
3) anatomy; 4) alcohol and drugs; 5)  puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy 
relationships; 11)  consent; 12) STIs/HIV; 13) media literacy; 
14) managing emotions and conflict negotiation]? 
 
 Using paired T-tests, results showed a significant difference with an increase in 
campers’ mean self-ratings for their knowledge of all of the 14 lessons topics from 
before/pre-lesson to after/post-lesson, given 14 group comparisons, and using the 
Bonferroni Adjustment Significance level (0.05/14, p = 0.0036), as follows: 
1- before/pre-lesson communication mean = 4.21 (SD=1.103) versus the 
after/post-lesson mean =5.17 (SD=.816; t=-3.704, df=23, p=.001). 
 
2- before/pre-lesson self-esteem/body image mean = 4.05 (SD=1.024) versus the 
after/post-lesson mean =5.10 (SD=1.091; t=-3.859, df=20, p=.001).  
 
3- before/pre-lesson anatomy mean =3.74, SD=1.514) versus the after/post-
lesson mean =5.09 (SD=1.125; t=-4.722, df=22, p=.000). 
 
4- before/pre-lesson alcohol and drugs mean (Mean=3.90, SD=1.300) versus the 
after/post-lesson mean =5.24 (SD=.995; t=4.781, df=20, p=.000).  
 
5- before/pre-lesson puberty mean = 4.13 (SD=1.393) versus the after/post-
lesson mean = 5.33 (SD=.816; t=-3.938, df=23, p=.001). 
 
6- before/pre-lesson peer pressure mean =4.17 (SD=1.193) versus the after/post-
lesson mean = 5.22 (SD=1.242; t=-3.668, df=22, p=.001). 
 
7- before/pre-lesson pregnancy mean =3.65 (SD=1.265) versus the after/post-
lesson mean = 5.35 (SD=.832; t=-7.358, df=22, p=.000). 
 
8- before/pre-lesson contraception mean = 3.80 (SD=1.436) versus the 
after/post-lesson mean =5.45 (SD=.887; t=-5.472, df=19, p=.000).  
 
9- before/pre-lesson gender and sexuality mean = 3.90 (SD=1.480) versus the 




10- before/pre-lesson healthy relationships mean =3.87 (SD=1.456) versus the 
after/post-lesson mean  =5.43 (SD=.896; t=-6.696, df=22, p=.000). 
 
11- before/pre-lesson consent mean =3.95 (SD=1.362) versus the after/post-
lesson mean =5.59 (SD=.854; t=-7.022, df=21, p=.000). 
 
12- before/pre-lesson STIs/HIV mean =3.64 (SD=1.560) versus the after/post-
lesson mean = 5.45 (SD=.858; t=-6.401, df=21, p=.000). 
 
13- before/pre-lesson media literacy mean =3.67 (SD=1.354) versus the 
after/post-lesson mean = 5.38 (SD=.805; t=-6.384, df=20, p=.000).  
 
14- before/pre-lesson managing emotions and conflict negotiation mean =3.90 
(SD=.805) versus the after/post-lesson mean =5.62 (SD=.740; t=-7.129, df=20, 
p=.000). 
 
See Table 10. 
Table 10. Paired Sample T-Tests for Knowledge of Lesson Topics 
 N Mean SD t df p 
Communication        
Pre 24 4.21 1.103 -3.704 23 .001*** 
Post 24 5.17   .816    
Self-Esteem and Body Image        
Pre 21 4.05 1.024 -3.859 20 .001*** 
Post 21 5.10 1.091    
Anatomy        
Pre 23 3.74 1.514 -4.722 22 .000*** 
Post 23 5.09 1.125    
Alcohol and Drugs        
Pre 21 3.90 1.300 -4.781 20 .000*** 
Post 21 5.24   .995    
Puberty       
Pre 24 4.13 1.393 -3.938 23 .001*** 
Post 24 5.33   .816    
Peer Pressure       
Pre 23 4.17 1.193 -3.668 22 .001*** 




 N Mean SD t df p 
Pregnancy       
Pre 23 3.65 1.265 -7.358 22 .000*** 
Post 23 5.35   .832    
Contraception       
Pre 20 3.80 1.436 -5.472 19 .000*** 
Post 20 5.45   .887    
Gender and Sexuality       
Pre 21 3.90 1.480 -5.582 20 .000*** 
Post 21 5.19 1.078    
Healthy Relationships       
Pre 23 3.87 1.456 -6.696 22 .000*** 
Post 23 5.43   .896    
Consent       
Pre 22 3.95 1.362 -7.022 21 .000*** 
Post 22 5.59   .854    
STIs/HIV       
Pre 22 3.64 1.560 -6.401 21 .000*** 
Post 22 5.45   .858    
Media Literacy       
Pre 21 3.67 1.354 -6.384 20 .000*** 
Post 21 5.38   .805    
Managing Emotions and 
Conflict Negotiation 
      
Pre 21 3.90 1.300 -7.129 20 .000*** 
Post 21 5.62   .740    
 
*p < .05, **p< .01, ***p<.001 Bonferroni Adjustment Significance (.05/14, p=.0036). Note: 
all p values above .0036 are considered non-significant; and only those below .0036 are 
considered statistically significant. 
 
Results for Research Question #5 
Post-camp, how did they rate the 1) camp activities, and 2) camp 
lessons. 
 
 At the end of camp, participants were asked to rate the activities and lessons. The 
mean rating for camp activities was 5.42, or between (5) very good and (6) excellent 
(SD=.854, min=3, max=6), with 59.1% (n=13) scoring the activities at camp as excellent 
(6). The lessons (N=14) taught by teachers were also rated highly with a mean of 5.32 or 
69 
 
between (5) very good and (6) excellent (SD 1.041, min=3, max=6), with 63.6 % (n=14) 
rating the lessons as excellent (6).  
 See Table 11. 
Table 11. Post-Camp Ratings for Activities and Lessons 
 
 N % 
Activities (N=22)   
[Mean=5.41, SD=.854, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 1 4.5 
4- Good 2 9.1 
5- Very Good 6 27.3 




[Mean=5.32, SD=1.041, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 2 9.1 
4- Good 3 13.6 
5- Very Good 3 13.6 
6- Excellent 14 63.6 
 
Results for Research Question #6 
Post-camp, what were their mean ratings for what they learned 
(using a scale from excellent to very poor) with regard to each of the 
14 camp lessons (i.e. 1) communication; 2) self-esteem/body image; 
3) anatomy; 4) alcohol and drugs; 5) puberty; 6) peer pressure; 
7) pregnancy; 8) contraception; 9) gender and sexuality; 10) healthy 
relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 
14) managing emotions and conflict negotiation)? 
 
 Post-camp, participants were asked to rate the quality of what they learned from 
each individual lesson throughout camp, using a 6-point Likert scale ranging from very 
poor (1) to excellent (6). The quality of all 14 lessons were rated very highly--ranging 




The following lessons had a mean closest to very good: 
• communication (Mean=5.17, SD=.717, Min=4, Max=6) 
• self-esteem/body image (Mean=5.30, SD=.926, Min=3, Max=6)  
• peer pressure (Mean=5.26, SD=1.054, Min=3, Max=6) 
• contraception (Mean=5.32, SD=.716, Min=4, Max=6) 
• media literacy (Mean=5.30, SD=1.063, Min=2, Max=6) 
• managing emotions and conflict negotiation (Mean=5.39, SD=.722, 
Min=4, Max=6).  
 
The following lessons had a mean between very good and excellent: 
• anatomy (Mean=5.52, SD=.790, Min=4, Max=6) 
• alcohol and drugs (Mean=5.48, SD=.947, Min=3, Max=6) 
• puberty (Mean=5.43, SD=.788, Min=4, Max=6) 
• pregnancy (Mean=5.61, SD=.656, Min=4, Max=6) 
• gender and sexuality (Mean=5.48, SD=.846, Min=3, Max=6) 
• consent (Mean=5.45, SD=.963, Min=2, Max=6) 
 
The following lessons had a mean closest to excellent: 
• healthy relationships (Mean=5.73, SD=.703, Min=3, Max=6) 
• STIs/HIV (Mean=5.70, SD=.635, Min=4, Max=6) 
 
The lesson with the highest rating was healthy relationships with 81.8% (n=18) of 
the campers rating it as excellent (6), and the lesson with the lowest rating was 
communication with only 34.8% (n=8) of campers rating it as excellent (6). 
 See Table 12. 
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Table 12. Post-Camp Ratings for Individual Lessons 
 
 N % 
Communication (N=23)   
[Mean=5.17, SD=.717, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 4 17.4 
5- Very Good 11 47.8 
6- Excellent 8 34.8 
Self-Esteem and Body Image (N=23)   
[Mean=5.30, SD=.926, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 2 8.7 
4- Good 1 4.3 
5- Very Good 8 34.8 
6- Excellent 12 52.2 
Anatomy (N=23)   
[Mean=5.52, SD=.790, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 4 17.4 
5- Very Good 3 13.0 
6- Excellent 16 69.6 
Drugs and Alcohol (N=23)   
[Mean=5.48, SD=.947, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 2 8.7 
4- Good 1 4.3 
5- Very Good 4 17.4 
6- Excellent 16 69.6 
Puberty (N=23)   
[Mean=5.43, SD=.788, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 4 17.4 
5- Very Good 5 21.7 
6- Excellent 14 60.9 
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Table 12 (continued) 
 
 N % 
Peer Pressure (N=23)   
[Mean=5.26, SD=1.054, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 3 13.0 
4- Good 1 4.3 
5- Very Good 6 26.1 
6- Excellent 13 56.5 
Pregnancy (N=23)   
[Mean=5.61, SD=.656, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 2 8.7 
5- Very Good 5 21.7 
6- Excellent 16 69.6 
Contraception (N=22)   
[Mean=5.32, SD=.716, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 3 13.6 
5- Very Good 9 40.9 
6- Excellent 10 45.5 
Gender and Sexuality (N=23)   
[Mean=5.48, SD=.846, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 1 4.3 
4- Good 2 8.7 
5- Very Good 5 21.7 
6- Excellent 15 65.2 
Healthy Relationships (N=22)   
[Mean=5.73, SD=.703, Scale 1-6, Min=3, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 1 4.5 
4- Good 0 0 
5- Very Good 3 13.6 
6- Excellent 18 81.8 
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Table 12 (continued) 
 
 N % 
Consent (N=22)   
[Mean=5.45, SD=.963, Scale 1-6, Min=2, Max=6] 
1- Very Poor 0 0 
2- Poor 1 4.5 
3- Fair 0 0 
4- Good 1 4.5 
5- Very Good 6 27.3 
6- Excellent 14 63.6 
STIs/HIV (N=23)   
[Mean=5.70, SD=.635, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 2 8.7 
5- Very Good 3 13.0 
6- Excellent 18 78.3 
Media Literacy (N=23)   
[Mean=5.30, SD=1.063, Scale 1-6, Min=2, Max=6] 
1- Very Poor 0 0 
2- Poor 1 4.3 
3- Fair 1 4.3 
4- Good 1 4.3 
5- Very Good 7 30.4 
6- Excellent 13 56.5 
Managing Emotions and Conflict Negotiation 
(N=23) 
  
[Mean=5.39, SD=.722, Scale 1-6, Min=4, Max=6] 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 3 13.0 
5- Very Good 8 34.8 
6- Excellent 12 52.2 
 
Results for Research Question #7 
Post-camp, using a scale from excellent to very poor, what were the mean 
ratings for: 1-the counselors at camp; 2-the teachers of lessons at camp; and, 
3-the overall camp experience? 
 
 Post-camp, participants rated the counselors, teachers, and their overall camp 
experience. The mean rating for counselors, those in charge of the group/leisure 
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activities, was 5.57, or between (5) very good and (6) excellent (SD= .728, min=4, 
max=6). The majority of campers (n=16, 69.6%) rated the counselors as excellent (6). 
 The mean rating for teachers, those facilitating the 14 lesson modules, was 5.70, 
or closest to excellent (6) (SD= .765, min=3, max=6). Most campers (n=19, 82.6%) rated 
the teachers as excellent (6). 
 The mean rating for overall camp experience was a 5.52, or between (5) very 
good and (6) excellent (SD=.898, min=3, max=6). Some 73.9% (n=17) of the participants 
rated the camp experience as excellent (6). 
 See Table 13. 
Table 13. Ratings of Camp Counselors, Teachers, and Overall Camp Experience 
 
 N % 
Counselors (N=23)   
[Mean=5.57, SD=.728, Scale 1-6, Min=4, Max=6) 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 0 0 
4- Good 3 13.0 
5- Very Good 4 17.4 
6- Excellent 16 69.6 
Teachers (N=23)   
[Mean=5.70, SD=.765, Scale 1-6, Min=3, Max=6) 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 1 4.3 
4- Good 1 4.3 
5- Very Good 2 8.7 
6- Excellent 19 82.6 
Overall Camp Experience (N=23)   
[Mean=5.52, SD=.898, Scale 1-6, Min=3, Max=6) 
1- Very Poor 0 0 
2- Poor 0 0 
3- Fair 1 4.3 
4- Good 3 13.0 
5- Very Good 2 8.7 




Results for Research Question #8 
Would the campers recommend or not recommend the camp 
experience (yes/no) to others, thereby potentially diffusing (yes) the 
innovation of using a camp experience to enhance behavioral and socio-
emotional health of homeless youth? 
 
Post-camp, 95.2% (n=20), the majority of participants, indicated “yes” for 
recommending the camp to other adolescents --thereby diffusing the innovation of Camp 
Rise Up.  
See Table 14. 
Table 14. Diffusing the Innovation of Camp Rise Up 
 N % 
Recommendation Yes/No (N=21) 
[Scale 0-1, Min=0, Max=1)  
1- Yes 20 95.2 
0- No   1   4.8 
 
Results for Question #9 
Why would the campers recommend or not recommend the camp to 
other adolescents? What did the campers identify as the strengths and 
weaknesses of this camp? And, how could the camp experience be 
improved or made better?  
 
Regarding why the participants (N=24) would or would not recommend the camp 
to other adolescents, the participants’ responses were analyzed and coded for the 
following emergent themes: 
• Category I- Why Campers Recommend Camp Rise Up 
o Having a fun positive experience 
▪ “Because it would be fun.” 
▪ “I learn a lot in the camp I really loved it. it was the best camp ive ever 
been to. I will also recommend adolescents to come to camp.” 
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▪ “I would because this camp was the best things iv’e done this year. Its rlly 
fun and its honestly amazing. Hoping to come here next year.” 
▪ “I would recommend this camp because it’s fun,,," 
 
o Making new friends 
▪ “I would recommend this camp because I made new friends and theres A 
LOT of activitys and kind people.” 
▪ “I would recommend camp to other adolescents because the camp was 
awsome and helped me know a lot of stuff. Also helped me meet very 
close people/friend that I don’t wanna leave ☹” 
▪ “I would recommend this camp to friends because it let’s you do fun 
activities." 
 
o Learning new things 
▪ “I would recommend this camp… because it teach you things most 
schools don’t.” 
▪ “I would recommend this because there is a lot new to learn about.” 
 
• Category II-Strengths and Weaknesses of the Camp 
o Strength: Trying new things beyond one’s comfort zone  
▪ “…helps you step out of your comfort zone.” 
▪ “..because it gives them a chance to try new things.” 
 
o Weakness: Uncomfortable Lesson Topics 
▪ “I would say some classes were a bit awkward at times…” 
• Category III-How Could the Camp Experience be Improved or Made Better? 
o No need for improvements 
▪ “To be honest there nothing to change.” 





Table 15. Emergent Categories and Themes from Qualitative Data (N=24) 
 
 
Three Categories for 6 Emergent Themes 
 
Category I- Why Campers Recommend Camp Rise Up 
• Having a fun positive experience 
• Making new friends 
• Learning new things 
Category II-Strengths and Weaknesses of the Camp 
• Strength: Trying new things beyond one’s comfort zone  
• Weakness: Uncomfortable Lesson Topics 
Category III-How Could the Camp Experience be Improved or Made Better? 
• No need for improvements 
 
Conclusion 
Chapter IV presented the results of the data analysis. Results were organized by 
research question with tables to present summaries of findings. 
Chapter V will summarize the present study and provide a discussion of the 
results, implications of the findings, and recommendations for future research. Lastly, 





SUMMARY, DISCUSSION, IMPLICATIONS,  
RECOMMENDATIONS, AND CONCLUSION 
 
 This chapter will provide a summary and discussion of the dissertation research. 
The chapter also presents the implications of the findings and recommendations for future 
research. Additionally, the chapter will discuss the limitations of this study and present a 
final conclusion. 
Summary of the Literature Review 
The United States is facing a crisis with the numbers of those experiencing 
homelessness on the rise in recent years, as reflected in over 4 million people 
experiencing homelessness in the year 2018 (Henry et al., 2020b). Sadly, about a quarter 
of those without homes in the US are under age 18 (Henry et al., 2020a). According to 
the National Center of Homeless Education, there were over 1.5 million homeless 
students in the United States during the 2016-2017 school year with over 150,000 of 
these students residing in New York (National Center for Homeless Education, 2020). 
New York is the state with the highest percentage of people experiencing homelessness 
(47 per 10,000) (Henry et al., 2020b). 
In the United States, homeless youth are at increased risk for many unhealthy 
behaviors. Numerous studies have been done throughout the years to assess the 
prevalence of some of these risky behaviors among the target population. Research has 
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shown that homeless youth are more likely to have an earlier sexual debut, have multiple 
sexual partners, trade sex for money/food/shelter/substances, use substances before sex, 
and are less likely to use condom or contraception (Aparicio et al., 2018; Santa Maria 
et al., 2018). In fact, only 40% of sexually active homeless youth report using a condom 
the last time they had sex (Santa Maria et al., 2018). One consequence of this is that the 
pregnancy rate among 14-17 year olds is 5-7 times higher among girls living on the street 
(48%) or in shelters (33%) compared to those who were stably housed (7%) (Rana et al., 
2015). Additionally, homeless youth are 6-12 times more likely to become infected with 
HIV than their housed peers with prevalence as high as 13% (Santa Maria et al., 2018). 
In regard to earlier sexual debut, the NYC Youth Risk Behavior Survey found that 
36% of sexually active homeless youth compared to 12.5% stably housed had sex before 
age 13 (Kann, 2018). Not surprisingly, early initiators were more likely to have multiple 
partners and to have condomless sex than those who delayed sex until they were older 
(Santa Maria et al., 2018). 
According to the NYC Youth Risk Behavior Survey (Kann, 2018), unstably 
housed youth were 3 times more likely to have had more than 4 sexual partners, almost 
2 times as likely to have experienced sexual dating violence, and 3.5 times as likely to 
have experienced physical dating violence. Besides the increased sexual risk, NYC 
homeless youth were also more likely to have used a number of different drugs, such as 
marijuana, synthetic marijuana, cocaine, and heroin—and were up to almost 9 times more 
likely to engage in these behaviors in comparison to their housed peers (Kann, 2018).  
Many researchers have studied the impacts of interventions on homeless youth 
(e.g., Rew et al., 2007; Carmona et al. (2014). Additionally, camp-specific interventions 
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for adolescents have been evaluated (e.g., Evangeli et al., 2019; Gillard et al., 2011; Lut 
et al., 2017). 
Of note, Kearney (2017) evaluated Healthy Choices Inc.—as a camp designed to 
reduce the risk of obesity for urban adolescent females. The five-day intervention found a 
significant increase in participants’ self-efficacy to incorporate fruits into their breakfast, 
yet “no other health behaviors for other meals, nor any physical activity measures showed 
any significant change from a five-day camp” (p. 3). Also, 100% of the participants 
would recommend the camp to others, suggesting diffusion of the innovation of 
promoting health behaviors via a time-limited summer camp experience for 
disadvantaged youth. Kearney (2017) recommended that future research should include a 
larger sample size, a longer intervention, and perhaps longitudinal data to observe 
whether healthy eating choices and physical activity changes persist.  
The present study aligns closely with Kearney (2017) by evaluating a summer 
camp as a brief intervention for vulnerable youth. Just as in Kearney (2018), the theories 
that guided the present study, while evaluating a risk-reduction summer camp for 
homeless adolescents, included: the stages of change as part of the Transtheoretical 
Model (TTM) of Prochaska and DiClemente (1983); self-efficacy as part of the Social 
Learning Theory of Bandura (1977); and the Diffusion of Innovation Theory of Rogers 
(1995). 
Summary of the Statement of the Problem 
The problem that this study addresses is the increased health risk behavior 
exhibited by unstably housed youth in New York City. There is a need for research on 
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effective interventions that attempt to lower risk behaviors among this population. In 
response to this problem, a camp was founded, specifically Camp Rise Up.  
Summary of Purpose of Study 
The purpose of this study was to conduct a secondary analysis of existing 
quantitative and qualitative data in order to evaluate The Floating Hospital's 2019 Camp 
Rise Up summer camp experience. The intent was to determine any impact on the 
summer camp participants’ engagement in five specific risk prevention behaviors: 
1) saying “no” to sex, if pressured to have sex; 2) talking about the need to use a condom 
every time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4) saying 
“no” to alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if being 
abused. 
The Floating Hospital (TFH) is a non-profit organization whose primary patient 
base is families living in temporary housing. The health education department at TFH 
piloted a day camp version of Camp Rise Up in 2018, seeking to develop an innovative 
intervention to lower health risk behaviors among homeless adolescents. The vision for 
the camp was to instill new knowledge of health information, as well as social-emotional 
skills, in order to help homeless youth make healthy decisions in the future. When 
officially launched as a six-day overnight camp in August 2019, Camp Rise Up took 24 
New York City adolescents to summer camp grounds in upstate New York with the focus 
on promoting healthy decision-making and risk-reduction behaviors via the delivery of 
14 course lessons by teachers; and, campers also were exposed to classic "fun" outdoor 
camp activities by camp counselors. 
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Summary of the Research Questions 
Using The Floating Hospital (TFH) data for an evaluation of the August 2019 
Camp Rise Up summer session with a sample of unstably housed adolescents (N=24) 
ages 11-16, this study engaged in a secondary analysis of de-identified data from TFH, in 
order to answer the following research questions: 
1-What were the pre-camp demographic and other background characteristics of 
the campers (i.e. age, race/ethnicity, gender, US born or not, grade level, average 
grades received in school, absenteeism, school retention status and prior camp 
attendance)? 
 
2-When comparing their pre-camp mean score ratings for their stage of change, 
self-efficacy, knowledge, and social support for performing the five behaviors of 
focus [i.e., : 1) saying “no” to sex, if pressured to have sex; 2) talking about the need 
to use a condom every time, if you have sex; 3) saying “no” to drugs, if pressured to 
use them; 4)  saying “no” to alcohol, if pressured to drink; and, 5) ending unhealthy 
relationships, if being abused] versus the corresponding post-camp mean scores, 
was there a significant difference (increase)—using paired t-tests? 
 
3-When using paired t-tests in search of any significant difference (increase) in 
campers’ mean self-ratings for their knowledge of the 14 lesson topics from 
before/pre-lesson versus after/post-lesson, what were the findings [i.e. 1) 
communication; 2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 
5) puberty; 6) peer pressure; 7) pregnancy; 8) contraception;9) gender and 
sexuality; 10) healthy relationships; 11)  consent; 12) STIs/HIV; 13) media 
literacy; 14) managing emotions and conflict negotiation]? 
 
4-Post-camp, how did they rate: the camp activities, and camp lessons; the counselors 
at camp,  teachers at camp, and overall camp experience; and why did they 
recommend the camp experience to other youth--including their identification of any 
camp weaknesses? 
Summary of Anticipated Findings 
The following findings were anticipated using paired t-tests: 
• Paired t-tests will show significant differences from pre-camp to post-camp with 
an increase in mean scores when comparing campers’ mean self-ratings for the 
five behaviors of focus (i.e. 1) saying “no” to sex, if pressured to have sex; 
2) talking about the need to use a condom every time, if you have sex; 
83 
 
3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to alcohol, 
if pressured to drink; and, 5) ending unhealthy relationships, if being 
abused)? 
 
• Paired t-tests will show significant differences from before/pre-lesson to 
after/post-lesson with an increase in mean self-ratings for their knowledge of 
the 14 lesson topics (i.e. 1) communication; 2) self-esteem/body image; 
3) anatomy; 4) alcohol and drugs; 5) puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy 
relationships; 11)  consent; 12) STIs/HIV; 13) media literacy; 14) managing 
emotions and conflict negotiation)? 
Summary of the Research Sample and Procedures 
A total of 24 participants ranging in age from 11-16 participated in the pilot camp. 
No subjects were recruited for this study, as The Floating Hospital (TFH) provided a 
de-identified data set composed of campers who participated in the August 2019 six-day 
overnight Camp Rise Up. Of note, TFH has a patient population of families living in 
temporary housing. Parents signed health forms and had to complete and sign an 
informed consent form. Also, adolescent participants signed an informed assent form. 
After a 2018 pilot intervention of a five-day day camp held in New York City, TFH 
modified the curriculum before their first ever sleep away/overnight camp held in August 
2019 across six days on campgrounds in upstate New York.  
The intent of the camp curriculum was to positively impact engagement in 
preventive behavior, specifically participants' stage of change, self-efficacy, knowledge 
and level of social support for performing five behaviors: 1) saying “no” to sex, if 
pressured to have sex; 2) talking about the need to use a condom every time, if you 
have sex; 3) saying “no” to drugs, if pressured to use them; 4)  saying “no” to 
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alcohol, if pressured to drink; and, 5) ending unhealthy relationships, if being 
abused. 
To accomplish these goals, the final modified Camp Rise Up curriculum included 
14 lessons taught by teachers, as follows: 1) communication; 2) self-esteem/body 
image; 3) anatomy; 4) alcohol and drugs; 5) puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy relationships; 
11)  consent; 12) STIs/HIV; 13) media literacy; 14) managing emotions and conflict 
negotiation. 
Summary of the Research Instrumentation 
Upon arrival to Camp Rise Up, participants took a pre-camp survey. During 
Camp Rise Up, participants were exposed to the 14 lessons, and in the last few minutes of 
each lesson, participants completed in quick succession a before/pre-lesson and 
after/post-lesson rating of their knowledge level for the lesson's content. During the last 
hour of the sixth day of camp, the participants took a post-camp survey. Surveys followed 
models provided in Kearney (2017) with modifications made to match this study's 14 
lessons, while the survey parts included the following: 
• Part I: Basic Demographics and Background Information 
• Part II: Pre-Camp Stage of Change, Self-Efficacy, Knowledge, and Social 
Support        
• Part III: Individual Lesson Module Surveys 
• Part IV: Post-Camp Stage of Change, Self-Efficacy, Knowledge, and Social 
Support 
• Part V: Ratings of Camp 
• Part VI: Post-Camp Review and Recommendations 
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Summary of Data Management and Data Analysis 
De-identified data from hard-copy surveys were provided by TFH. The 
participants' personal codes permitted matching of their pre-camp to post-camp surveys 
for comparison via data analysis. Data was entered into Qualtrics (www.qualtrics.com) 
and transferred into SPSS, being analyzed using the latest version of SPSS (26.0). 
Summary of the Results of Data Analysis 
Demographic Findings 
The participants of Camp Rise Up 2019 (n=24) consisted of 13 girls (54.2%) and 11 boys 
(45.8%) with 78.3% (n=18) born in the United States, having a mean age of 13.26 years 
(SD=1.322, min=11, max=16). Half of the campers (n=11, 50.0%) were Black/African American, 
8 (36.4%) were Latinx, and 3 (13.6%) identified as mixed race. The grade participants were 
entering in school ranged from 6-12, with the mean being 8.22 (SD=1.757, min=6, max=12). 
Some 56.5 % (n=13) averaged receiving "B" grades and 81.8% (n=18) were promoted to the next 
grade for the 2020-2021 school year. Absenteeism rates at school were relatively low with 34.8% 
(n=8) only being absent between 0-3 days, and another 34.8% (n=8) being absent 4-10 days. Just 
over half the campers (52.2%) had participated in a summer camp before (n=12), and two 
campers (8.7%) participated in the day camp pilot of Camp Rise Up in 2018. 
Findings for the Five Behaviors: Stages of Change, Self-Efficacy, Knowledge, and 
Social Support 
Findings pre-camp for stages of change for the five behaviors showed 
participants were largely in a pre-contemplation stage for performing each of them, as 
follows: (1) saying “no” to sex, if pressured to have sex, mean = 1.33 for closer to 
pre-contemplation stage (SD=.702, Min=1, Max=4); (2) talking about using a condom 
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every time, if you have sex, the mean = 1.36 for closer to pre-contemplation (SD=.658, 
Min=1, Max=3); (3)  for saying “no” to drugs, if pressured to use them had a 
mean = 1.09 for pre-contemplation stage (SD=.417, Min=1, Max=3); for saying “no” to 
alcohol, if pressured to drink had a mean = 1.18 for pre-contemplation (SD=.588, Min=1, 
Max=3); (4) for ending an unhealthy relationship, if being abused had a mean = 1.45 for 
between pre-contemplation and contemplation stage (SD=.963, Min=1, Max=5). 
Findings for pre-camp self-efficacy for the five behaviors showed mostly very 
low to low levels of self-efficacy for performing each of them, as follows: (1) for saying 
“no” to sex, if pressured mean = 2.58 for between 20%-40% confident (SD=2.020, 
Min=1, Max=6); (2) for talking about the need to use a condom every time, if having sex 
mean =  2.64 for between 20%-40% confident (SD= 2.300, Min=1, Max=6); (3) for 
saying “no” to drugs, if pressured to use them  mean = 2.83 for closer to 40% confident 
(SD= 2.406, Min=1, Max=6); (4) for saying “no” to alcohol, if pressured to drink the 
mean = 3.05 for 40% confident (SD= 2.360, Min=1, Max=6); and (5) for ending 
unhealthy relationships, if being abused mean = 3.09 for 40% confident (SD= 2.428, 
Min=1, Max=6). 
Findings for pre-camp knowledge for the five behaviors showed largely a 
moderate level of knowledge, as follows: (1) for saying “no” to sex, if pressured to have 
sex the mean =  2.74, or closer to moderate knowledge about how to do this (SD=1.137, 
Min=1, Max=5); (2) for talking about the need to use a condom every time, if you have 
sex had a mean =  2.77 for closer to moderate knowledge about how to do this at pre-test 
(SD=1.602, Min=1, Max=5); (3) for saying “no” to drugs, if pressured to use them had a 
mean = 2.87 for closer to moderate knowledge about how to do this at pre-camp 
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(SD=1.866, Min=1, Max=5); (4) for saying “no” to alcohol, if pressured to drink had a 
mean = 3.14 for moderate knowledge about how to do this (SD= 1.754, Min=1, Max=5); 
and, (5) for ending unhealthy relationships, if being abused mean = 3.41 for between 
moderate and high knowledge about how to do this (SD= 1.593, Min=1, Max=5).  
 Findings for pre-camp social support for the five behaviors showed largely low 
social support for performing them, as follows: (1) for saying “no” to sex, if pressured to 
have sex had a mean of 2.17, or closer to low support (SD=1.466, Min=1, Max=5); 
(2) for talking about the need to use a condom every time, if you have sex had a 
mean = 2.55 for between low-moderate support at pre-test (SD=1.711, Min=1, Max=5); 
(3) for saying “no” to drugs, if pressured to use them had a mean = 2.35, or closer to low 
support at pre-camp (SD=1.849, Min=1, Max=5); (4) for saying “no” to alcohol, if 
pressured to drink had a social support mean = 2.18 for low support (SD=1.736, Min=1, 
Max=5); and, (5) for ending unhealthy relationships, if being abused the mean = 2.73 for 
closer to moderate support (SD=1.907, Min=1, Max=5).  
 To evaluate the camp as a potential brief intervention for positively impacting the 
performance of the five risk prevention behaviors of focus, paired t-tests were used to 
compare the pre-camp mean score ratings versus the post-camp mean score ratings 
for their stage of change, self-efficacy, knowledge, and social support for performing 
the five behaviors of focus [i.e., : 1) saying “no” to sex, if pressured to have sex; 
2) talking about the need to use a condom every time, if you have sex; 3) saying “no” to 
drugs, if pressured to use them; 4)  saying “no” to alcohol, if pressured to drink; and, 
5) ending unhealthy relationships, if being abused]. 
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Overall, paired-tests showed the dose of a six-day overnight summer camp had a 
very low impact with regard to impacting the adolescents' performance of the five risk 
prevention behaviors of focus.  
Using the Bonferroni Adjustment Significance level (0.05/5, p = 0.01) paired 
t-tests showed:  for stages of change none of the pre-camp versus post-camp 
comparisons were significant; for self-efficacy none of the pre-camp versus post-camp 
comparisons were significant; for knowledge there was just one significant difference 
(increase) for saying “no” to sex, if pressured to have sex mean (pre-camp Mean=2.77, 
SD=1.152 versus post-camp Mean=3.91, SD=1.411),  achieving significance (t=-3.578, 
df=21, p=.002); and, for social support no pre-camp versus post-camp comparisons 
were significant. 
Fortunately, the increase in knowledge for being able to perform the risk 
prevention behavior of saying “no” to sex, if pressured to have sex constitutes an 
important change; yet, self-efficacy to actually perform this behavior was not impacted.  
Findings Regarding the Fourteen Camp Lessons: Before/Pre-Lesson Versus 
After/Post-Lesson 
 There were 14 lesson topics delivered by teachers across the six days of Camp 
Rise Up, in order to facilitate the acquisition of risk prevention behavior, as follows: 
1) communication; 2) self-esteem/body image; 3) anatomy; 4) alcohol and drugs; 
5) puberty; 6) peer pressure; 7) pregnancy; 8) contraception;9) gender and sexuality; 
10) healthy relationships; 11) consent; 12) STIs/HIV; 13) media literacy; 14) managing 
emotions and conflict negotiation.  
In comparison to the prior approach discussed above, involving pre-camp versus 
post-camp comparisons, a very different approach was taken to evaluating the 14 lessons 
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at the core of the camp curriculum--being one with controversy. The evaluation approach 
used in this study involved: teachers delivering a lesson; and then immediately after the 
lesson, asking participants to rate the level of their knowledge for before/pre-lesson and 
after/post-lesson—as two consecutive ratings made in the final minutes before the class 
was dismissed. This approach has been criticized as contributing to the second after 
rating being inflated. However, the argument presented here is that "one does not know 
what they do know, or what they do not know, until informed of the facts"—or until after 
receiving accurate knowledge. With this potential limitation in mind, findings showed—
as per the mean scores, below, that in all cases there was a significantly higher rating of 
knowledge for each of the 14 lesson topics for after/post-lesson lesson, as shown below. 
 Using paired T-tests, the 14 comparisons of before/pre-lesson versus after/post-
lesson mean ratings of level of knowledge for lesson topics were significantly different—
with the Bonferroni Adjustment Significance level (0.05/14, p = 0.0036); and, all of the 
after/post-lesson mean ratings were higher--having risen to the mean range of 5 to 6 for 
mostly very good and some nearly excellent ratings for knowledge across the 14 topics.  
1- before/pre-lesson communication mean = 4.21 (SD=1.103) versus the 
after/post-lesson mean =5.17 (SD=.816; t=-3.704, df=23, p=.001). 
 
2- before/pre-lesson self-esteem/body image mean = 4.05 (SD=1.024) versus the 
after/post-lesson mean =5.10 (SD=1.091; t=-3.859, df=20, p=.001).  
 
3- before/pre-lesson anatomy mean =3.74, SD=1.514) versus the after/post-
lesson mean =5.09 (SD=1.125; t=-4.722, df=22, p=.000). 
 
4- before/pre-lesson alcohol and drugs mean (Mean=3.90, SD=1.300) versus the 
after/post-lesson mean =5.24 (SD=.995; t=4.781, df=20, p=.000).  
 
5- before/pre-lesson puberty mean = 4.13 (SD=1.393) versus the after/post-




6- before/pre-lesson peer pressure mean =4.17 (SD=1.193) versus the after/post-
lesson mean = 5.22 (SD=1.242; t=-3.668, df=22, p=.001). 
 
7- before/pre-lesson pregnancy mean =3.65 (SD=1.265) versus the after/post-
lesson mean = 5.35 (SD=.832; t=-7.358, df=22, p=.000). 
 
8- before/pre-lesson contraception mean = 3.80 (SD=1.436) versus the 
after/post-lesson mean =5.45 (SD=.887; t=-5.472, df=19, p=.000).  
 
9- before/pre-lesson gender and sexuality mean = 3.90 (SD=1.480) versus the 
after/post-lesson mean =5.19 (SD=1.078; t=-5.582, df=20, p=.000).  
 
10- before/pre-lesson healthy relationships mean =3.87 (SD=1.456) versus the 
after/post-lesson mean =5.43 (SD=.896; t=-6.696, df=22, p=.000). 
 
11- before/pre-lesson consent mean =3.95 (SD=1.362) versus the after/post-
lesson mean =5.59 (SD=.854; t=-7.022, df=21, p=.000). 
 
12- before/pre-lesson STIs/HIV mean =3.64 (SD=1.560) versus the after/post-
lesson mean = 5.45 (SD=.858; t=-6.401, df=21, p=.000). 
 
13- before/pre-lesson media literacy mean =3.67 (SD=1.354) versus the 
after/post-lesson mean = 5.38 (SD=.805; t=-6.384, df=20, p=.000).  
 
14- before/pre-lesson managing emotions and conflict negotiation mean =3.90 
(SD=.805) versus the after/post-lesson mean =5.62 (SD=.740; t=-7.129, df=20, 
p=.000). 
 
Findings Regarding the Fourteen Camp Lessons: Post-Camp Ratings 
With the camp participants self-rating higher knowledge for all 14 lesson topics, 
after/post-lesson, as shown above, additional findings post-camp were not surprising. 
Specifically, on the last day of camp, or post-camp, participants were asked to rate the 
quality of what they learned from each of the 14 lessons received during the six days of 
camp, using a 6-point Likert ranging from very poor (1) to excellent (6).  Post-camp 
quality of all 14 lessons were rated very highly--ranging from very good to excellent. 
Post-camp, the following lessons had a mean closest to very good: 
communication (Mean=5.17, SD=.717, Min=4, Max=6); self-esteem/body image 
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(Mean=5.30, SD=.926, Min=3, Max=6); peer pressure (Mean=5.26, SD=1.054, Min=3, 
Max=6); contraception (Mean=5.32, SD=.716, Min=4, Max=6); media literacy 
(Mean=5.30, SD=1.063, Min=2, Max=6); and, managing emotions and conflict 
negotiation (Mean=5.39, SD=.722, Min=4, Max=6).  
Post-camp, the following lessons had a mean between very good and excellent: 
anatomy (Mean=5.52, SD=.790, Min=4, Max=6); alcohol and drugs (Mean=5.48, 
SD=.947, Min=3, Max=6); puberty (Mean=5.43, SD=.788, Min=4, Max=6); pregnancy 
(Mean=5.61, SD=.656, Min=4, Max=6); gender and sexuality (Mean=5.48, SD=.846, 
Min=3, Max=6); and, consent (Mean=5.45, SD=.963, Min=2, Max=6). 
Finally, post-camp, the following lessons had a mean closest to excellent: healthy 
relationships (Mean=5.73, SD=.703, Min=3, Max=6); and, STIs/HIV (Mean=5.70, 
SD=.635, Min=4, Max=6).  The lesson with the highest rating was healthy relationships 
with 81.8% (n=18) of the campers rating it as excellent (6), and the lesson with the lowest 
rating was communication with only 34.8% (n=8) of campers rating it as excellent (6). 
Findings on the Other Post-Camp Ratings 
  Post-camp, participants also rated the camp counselors, lesson teachers and 
overall camp experience. The mean rating for camp counselors, or those in charge of the 
group/leisure activities, was 5.57 for between (5) very good and (6) excellent (SD= .728, 
min=4, max=6). The mean rating for teachers, those facilitating the 14 lesson modules, 
was 5.70, or closest to excellent (6) (SD= .765, min=3, max=6). The mean rating for 
overall camp experience was a 5.52, or between (5) very good and (6) excellent 
(SD=.898, min=3, max=6).  
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 Post-camp, the majority of participants (n=20) indicated “yes” for recommending 
the camp to other adolescents with a mean of .952 (min=0, max=1)- thus diffusing the 
innovation of Camp Rise Up. The qualitative data analysis found the following emergent 
themes: campers enjoyed camp because it was a fun positive experience, they made new 
friends, learned new things, and tried new things beyond their comfort zone--while the 
only weakness was that there were some uncomfortable lesson topics; and, they saw no 
need for improvements.  
Discussion of Results 
Discussion of Demographic Findings 
Camp Rise Up 2019 (n=24) consisted of 13 girls (54.2%) and 11 boys (45.8%). 
Participant ages ranged from 11-16 with the mean age being 13.26 (SD= 1.322, min=11, 
max=16). While this was a small sample, other interventions have also had very small, if 
not smaller samples (e.g., Boustani et al., 2016; Kearney, 2017; Kennedy et al., 2016).  
Half of the campers (n=11, 50.0%) were Black, 8 (36.4%) were Latinx, and 3 (13.6%) 
identified as mixed race. Demographically, Black Americans and Hispanics/Latinx are 
far more likely to be homeless than the national average (Henry et al., 2020a). In New 
York, approximately 54% of heads of household in shelters were Black and 40% were 
Hispanic/Latinx in 2020 (NYC Department of Homeless Services [DHS], 2020). Thus, 
Camp Rise Up successfully recruited a sample of participants representing the population 
of the homeless in New York. Further, Lindberg and Maddow-Zimet (2011) found that 
nearly one-third of young men of color did not receive sexual education before first sex 
and that receipt of abstinence and birth control inclusive sexual education was less likely 
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to occur for those who were Black or Hispanic. This suggests that the participants in this 
study were likely in need of camp lessons promoting engagement in risk prevention 
behaviors addressing sexual behavior and relationships. 
Discussion of Findings for the Five Behaviors: Stages of Change, Self-Efficacy, 
Knowledge, and Social Support 
 Within the six days of camp, there was no significant change in stage of change 
for any of the five behaviors of interest. However, there were two non-significant trends 
for increasing mean scores at post-camp: first the pre-camp stages of change for saying 
“no” to sex, if pressured to have sex mean versus the slightly higher post-camp stages of 
change mean showed a trend toward significance (t= -2.313, df=22, p=.030), but did not 
meet the Bonferroni Adjustment Significance level (0.05/5, p = 0.01); and, second, the 
pre-camp stages of change for saying “no” to drugs mean versus the slightly higher 
post-camp stages of change mean showed a trend toward significance (t= -2.077, df=22, 
p= .050), but it did not meet the Bonferroni Adjustment Significance level (0.05/5, 
p = 0.01). These trends are encouraging, especially considering the low dose or short 
length of the 6-day Camp Rise Up. means did increase, meaning that participants were 
moving towards a higher level of change.  
This study's finding is consistent with the Kearney (2017) camp evaluation which 
found no significant change in camp participants' stage of change for targeted healthy 
behaviors from pre- to post-camp. Kearney (2017) noted, as follows: “For the 
participants, their pre-camp physical activity and post-camp physical activity were both 
closest to the preparation stage--suggesting they had not as yet had the time to enter into 
behavior change.” Again, Camp Rise Up may need to be evaluated again, yet with a 
longer length of the camp experience.  
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 There were also no significant changes in self-efficacy scores from pre-camp to 
post-camp. Of note, at post-test, there were still some campers who felt that they were 0% 
confident in performing behaviors. Bandura (1977) viewed self-efficacy as follows: it “is 
not a measure of the skills one has but a belief about what one can do under different sets 
of conditions with whatever skills one possesses” (p. 37). The campers' assessments of 
their self-efficacy were likely accurate, given the lack of opportunity to practice new 
skills under different sets of conditions. This suggests that a future Camp Rise Up needs 
to include more role play opportunities for practicing new skills, ideally within an 
extended, longer, camp experience. Extra time to practice their skills in different role-
play scenarios may improve their self-efficacy for engagement in risk prevention 
behavior.  
 The only paired t-test for knowledge that achieved significance when using the 
Bonferroni Adjustment significance level (.05/5= .01) was level of knowledge for ‘saying 
“no” to sex, if pressured to have sex’ (t=-3.578, df=21, p=.002).  This finding is very 
important in light of prior research showing: unstably housed youth were 3 times more 
likely to have had more than 4 sexual partners, and had an earlier sexual debut—as per 
the NYC Youth Risk Behavior Survey, which also found 36% of sexually active 
homeless youth compared to 12.5% stably housed had sex before age 13 (Kann, 2018); 
early initiators were more likely to have multiple partners and to have condomless sex 
than those who delayed sex until they were older (Santa Maria et al., 2018); and, 
homeless youth are more likely to not only have an earlier sexual debut, but also more 
likely to have multiple sexual partners, trade sex for money/food/shelter/substances, use 
substances before sex, and are less likely to use condom or contraception (Aparicio et al., 
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2018; Santa Maria et al., 2018). Hence, the finding of a higher level of knowledge for 
‘saying “no” to sex, if pressured to have sex’ represents an important impact upon camp 
participants. Unfortunately, self-efficacy for ‘saying “no” to sex, if pressured to have sex’ 
did not significantly increase. Again, this makes the case for an extended, longer, or 
additional camp experience for participants, in order for them to practice their skills via 
role-play scenarios to improve self-efficacy: the pre-camp knowledge for saying “no” to 
drugs, if pressured to use mean versus the slightly higher post-camp mean showed a trend 
toward significance (t=-2.087, df=22, p=.049); the pre-camp knowledge for saying “no” 
to alcohol, if pressured to drink mean versus the slightly higher post-camp knowledge 
mean showed a trend toward significance (t=-2.246, df=21, p=.036); the pre-camp 
knowledge for ending unhealthy relationships, if being abused mean versus the slightly 
higher post-camp knowledge mean showed a trend toward significance  (t=-2.248, 
df=20, p=.036) 
Even slightly increased knowledge in these three often inter-related areas of 
saying no to drugs, saying no to alcohol, and ending unhealthy relationships provides 
encouragement for replicating Camp Rise Up with a larger sample over an extended 
period or longer camp. Research supports how risk behaviors are inter-related, as in Kann 
(2018) emphasizing the increased sexual risk of NYC homeless youth who were also 
more likely to have used a number of different drugs, such as marijuana, synthetic 
marijuana, cocaine, and heroin. Also, Tucker et al. (2017) incorporated motivational 
interviewing (MI) into educational group sessions to reduce substance use and sexual risk 
behavior among homeless young adults; and, that intervention focused on both alcohol 
and drug use (AOD) use and risky sex because it “will likely be more effective if they 
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simultaneously address both types of behavior than either one alone” (p. 20). Thus, future 
Camp Rise Up interventions may need to incorporate roles plays that are realistic in 
having scenarios that address the three often inter-related areas of saying no to drugs, 
saying no to alcohol, and ending unhealthy relationships. Another consideration is to add 
brief motivational interviewing within educational group sessions, following Tucker et al. 
(2017).  
Of note, the dose of exposure to lesson topics varied, as some topics had more 
time spent on them than others. For example, drugs and alcohol was just one lesson, as 
were the lessons for healthy relationships and contraception. However, talking about 
delaying sex was woven into several lessons, such as within lessons on communication, 
consent, pregnancy, peer pressure and STIs/HIV. This is worthy to note because the 
campers may have received more knowledge about how to say “no” to sex, if pressured 
since they had multiple exposures in different lessons about this topic. This may explain 
the significant increase found only for knowledge for saying “no” to sex, if pressured to 
have sex. Future evaluations of Camp Rise Up may need to carefully document the dose 
of exposure to various topics, increase the length of camp for greater exposure to topics, 
and provide opportunities for role play to also impact self-efficacy.  
In regard to social support, findings showed only one non-significant trend with 
the pre-camp social support for saying “no” to alcohol, if pressured to drink mean being 
lower than the post-camp social support for saying “no” to alcohol, if pressured to drink 
mean (t=-2.241, df=21, p=.036). This is an important finding of some positive impact on 
campers, as justification for future Camp Rise Up interventions, given prior research. 
Rew et al. (2017) found substance abuse significantly decreased with increased self-
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efficacy to refuse alcohol in an intervention. Conclusions covered how interventions 
should attempt longer time periods and include different groups of adolescent women to 
further prove their intervention’s effectiveness (Rew et al., 2017). Perhaps making new 
friends at camp and support from teachers was starting to have an impact, yet the dose of 
exposure to camp was likely not sufficient--given just six days of exposure.  Kennedy 
(2016) utilized social network visualizations, given a large body of research that 
demonstrates both positive and negative influences from social networks on the lives of 
homeless individuals with regard to their health and health-related behaviors. Visualizing 
and writing out support maps may be helpful for future participants. Hence, future Camp 
Rise Up interventions may need to incorporate such exercises, while a longer dose of 
exposure to the camp experience may be needed to have a greater impact. 
Thus, future research evaluating Camp Rise Up would ideally involve a larger 
dose of exposure to the topics of focus--with a longitudinal follow-up. Of note, a follow-
up was evaluation was intended for the August 2019 six-day camp, however the COVID-
19 pandemic disrupted plans for a six-month follow-up evaluation.  
Discussion of Findings Regarding the Fourteen Camp Lessons 
A strong implication from the highly significant quantitative results for paired t-
tests for the 14 lessons when comparing before/pre-lesson versus after/post-lesson 
ratings of knowledge is that the classes had a strong positive effect. With the Bonferroni 
Adjustment Significance (.05/14, p= .0036) level of .0036, the paired t-tests showed that 
camper knowledge ratings for all 14 lessons exhibited a significant increase in mean 
rating from before/pre-lesson to after/post-lesson. This suggested that the intervention of 
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the camp lessons had a significant impact on knowledge, as reflected in the significant 
changes in participant knowledge ratings from pre- to post-lesson. 
Similar interventions have found that knowledge gain was an outcome as well. 
Gaydos (2008) found that “knowledge about STDs/HIV increased significantly among 
participants” of a school-based sexual health intervention. And, Gillard (2011) also found 
that campers of an HIV-affected youth camp increased their positive attitudes, skills and 
knowledge in several areas (anger and conflict management, disclosure, skill learning, 
medication adherence). Boustani (2016) found that from pre- to post-test, and from post-
test to follow-up, that youth significantly increased their sexual health knowledge. 
Overall, this study's results show promise, because Boustani (2016) found that sexual 
health knowledge was maintained over time. Only a longitudinal follow-up of campers in 
the present study would determine if such an outcome would occur with Camp Rise Up 
participation. Hence, an implication of the study is that is important for Camp Rise Up to 
ensure a follow-up evaluation, such as a six-month post-camp evaluation to determine if 
knowledge is maintained over time. Again, this was planned for six months post the 
August 2019 Camp Rise Up, but the COVID-19 pandemic disrupted those plans.  
Lut et al. (2017) noted that, while information given at camp may be the same as 
given in the clinic, or at school, there may be many reasons why retention of information 
is enhanced at camp due to factors such as: interpersonal engagement; the opportunities 
for extra time spent on topics; and, other factors such as peer interaction and spending 
time in a less pressured learning environment. This substantiates the importance of 
replicating and improving future Camp Rise Up interventions, given the value of such 
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non-traditional learning environment for aiding in the knowledge gain and retention of 
knowledge, as presented via the 14 lesson topics. 
Discussion of Findings on Post-Camp Ratings 
Despite the lack of significant findings on the five risk prevention behaviors of 
interest from pre- to post-camp, all of the ratings of the camp experience were very good 
to excellent. These high ratings of the camp support the continuation of The Floating 
Hospital’s Camp Rise Up, while improvements are necessary. Ashdown (2015) noted 
that sexual health interventions often seek quantitative health outcomes, yet the strict 
focus on quantitative outcomes could overlook important experiential dimensions, as 
with an intervention such as a camp. Ashdown (2015) emphasized the importance of 
considering how an intervention may create a psychosocial and social network for 
interaction, which may have an impact that must be considered. In this regard, this study's 
qualitative data captures and expands upon the very good to excellent ratings of the camp 
experience via the emergent themes. These themes document how a psychosocial and 
social network for interaction was experienced, while positively impacting the campers 
and their knowledge: i.e. it was a fun positive experience, and they made new friends, 
while they also learned new things, and tried new things beyond their comfort zone. 
Other camp interventions have had similar positive findings. Evangeli (2019) 
found that participants of an HIV-affected youth camp thought camp was a positive 
experience and helped to increase knowledge of living with HIV, medication adherence, 
communication, relationship building, independence, and confidence. Lut et al. (2017) 
found that respondents reported very positive feelings about camp and there was evidence 
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of establishing positive peer relationships (particularly in females), increasing knowledge 
of living with HIV, and improving self-confidence. 
Camp Rise Up was overwhelmingly recommended by participants, suggesting 
that the campers were all early adopters of the innovation of learning about sexual risk-
reduction and social-emotional skill-building through a camp experience in upstate, New 
York. This is similar to Kearney's (2017) findings where 100% of camp participants 
recommended the camp for other adolescents. According to Rogers (2002), diffusion is a 
social process and involves people talking about new ideas to encourage adoption 
(p. 992).  
Additional Implications for Practice and Recommendations for Research 
The evaluation of Camp Rise Up adds to the literature on; sexual risk-reduction 
interventions with homeless adolescents; youth development programs; non-traditional 
learning environments; and effective ways to engage youth in improving their health. The 
findings of the present intervention have important implications for the practice of health 
education, as follows, as well as for recommendations for future research: 
Beyond those provided implications and recommendations interspersed within the 
prior discussion of the findings in the prior section, additional implications and 
recommendations for future research follow:  
• There is a need to replicate and improve Camp Rise Up. What is 
recommended is a longer camp experience with a larger group of campers, 
and a six-month follow-up is needed.  
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• There is a need to pursue grant funding using this study's findings as 
preliminary studies data, especially to support a longer camp and the follow-
up evaluation. This would involve collecting follow-up data on the 
participants to see if changes in risk behavior persist over time.  
• Matched controls might be used in future research to compare those who 
participated in camp to those who did not.  
• Applications for grant funding need to build a strong case for a longer camp 
period, a six-month follow-up, and matched controls with arguments, such as 
the following: there were limitations to this study's brief six-day camp, even 
though all components of the camp experience were rated highly, and there 
appeared to provide for a positive transformational experience for the campers 
(as per the emergent themes from the qualitative data). But, most importantly,  
there were few statistically significant impacts on the campers. For example, 
there was no significant change in stages of change among campers for any of 
the five behaviors of interest. With the short length of camp, being just six 
days, the participants may not have had sufficient time to establish new 
behaviors so that they moved to a higher stage of change. Thus, grant funding 
is needed that will support a longer camp experience with a larger sample and 
six-month follow up that would permit a more meaningful evaluation. With 
more participants, data analysis can also include stratified results by gender, 
race, age, and dose of exposure to lessons. 
• Other health educators should consider implementing such an innovative 
camp experience in collaboration with existing camps--particularly those 
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located in rural areas with many outdoor activities; and, given this study's 
findings, others should implement the health-based curriculum of Camp Rise 
Up. 
Limitations of the Study 
Several limitations of the study have been identified. The study was impacted by 
limitations in funding that only permitted a six-day camp experience for a small group. 
Study limitations included a small sample size, which could either exaggerate 
significance, or make it difficult to find significance. Bonferroni adjustment procedures 
were used, given the multiple t-tests to be performed, as a way of acknowledging the 
limitations of the data and statistical procedures performed. 
Additionally, the short duration of camp (i.e. six days) and the short time period 
for comparing pre- and post-camp survey responses was a limitation. It can be difficult to 
determine impact on behavioral outcomes after only six days. Further, there are 
limitations in asking participants to rate after a lesson their level of knowledge for the 
material for before/pre- and after/post- the lesson at the very same time (post lesson). 
This tends to contribute to higher ratings for after/post-lesson, as study limitation. 
Alternatively, one could argue that an individual may not know what they “do not know” 
or “do know” until they have been exposed to something like the 14 camp lessons. Thus, 
there may be value in such methodology, while acknowledging its limitations.  
The adolescents in the camp may have also provided socially desirable responses, 
given the reliance on self-reported data, or could have potentially had comprehension 
issues, as the survey was given with the expectation that all participants could read and 
103 
 
understand the survey questions. The qualitative data revealed problems in writing 
ability, suggesting potential issues with reading comprehension as well.  
A planned six-month follow-up evaluation was not possible, given the COVID-19 
pandemic. This served as a serious, yet unavoidable, study limitation. 
These multiple limitations must be kept in mind when evaluating the findings 
produced by this study.  
Conclusion 
Several studies show adolescents living in temporary housing face multiple risks. 
The Floating Hospital (TFH), a non-profit organization serving homeless families in New 
York City, created Camp Rise Up as a six-day overnight camp intervention to address 
risks via a 14-lesson curriculum on the following topics: 1) communication; 2) self-
esteem/body image; 3) anatomy; 4) alcohol and drugs; 5)  puberty; 6) peer pressure; 
7) pregnancy; 8) contraception;9) gender and sexuality; 10) healthy relationships; 
11) consent; 12) STIs/HIV; 13) media literacy; 14) managing emotions and conflict 
negotiation. Evaluation of Camp Rise Up compared pre-camp to post-camp mean scores 
for stage of change, self-efficacy, knowledge and social support for five behaviors: 
1) saying “no” to sex, if pressured to have sex; 2) talking about the need to use a condom 
every time, if you have sex; 3) saying “no” to drugs, if pressured to use them; 4) saying 
“no” to alcohol, if pressured to drink; and 5) ending unhealthy relationships, if being 
abused. A secondary analysis of existing data from the August 2019 camp included a 
sample (n=24) 50.0% (n=11) Black, 36.4% (n= 8) Latinx, and  13.6% (n=3) mixed 
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race—with 13 girls (54.2%) and 11 boys (45.8%) with mean age of 13.26 years 
(SD=1.322, min=11, max=16).  
Results showed: a significant increase from pre-camp to post-camp for knowledge 
of how to say “no” to sex, if pressured (p=.002); and knowledge for each of the 14 lesson 
topics (p=.001) and (p=.000). Additionally, there were six noteworthy non-significant 
trends for pre-camp to post-camp increase in stage of change for saying "no" to sex, if 
pressured to have sex (p=.030), and for saying "no" to drugs, if pressured to use them 
(p=.050), an increase in knowledge for saying "no" to drugs if pressured to use them 
(p=.049), saying "no" to alcohol, if pressured to drink (p=.036), and ending unhealthy 
relationships, if being abused (p=.036), and an increase in social support for saying “no” 
to alcohol, if pressured to drink (p =.036). Post-camp ratings for camp counselors, lesson 
teachers, the overall camp experience, and the 14 lessons were all very good to excellent. 
A majority of participants indicated they would recommend the camp to others, diffusing 
the innovation of Camp Rise Up. Qualitative data’s emergent themes were: camp was a 
fun positive experience, they made new friends, learned new things, and tried new things 
beyond their comfort zone. Findings serve as preliminary studies data to justify grant 
funding to support a camp of longer duration with a larger sample size, increased dose of 
exposure for some lessons, and a six-month follow-up. 
  Implications of the study give hope for the expansion of future Camp Rise Up 
interventions to better address the needs of homeless adolescents. Meanwhile, the 
evaluation of Camp Rise Up adds to the growing literature on sexual health risk-
reduction and social emotional skill building with homeless adolescents, while offering 
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PRE-CAMP SURVEY INSTRUCTIONS: THIS SURVEY IS TO BE GIVEN 
BEFORE ANY CAMP ACTIVITIES BEGIN. 
Questions can be read aloud by the Camp Evaluator as an option, to make 
sure campers understand the questions.  
Pre-Camp Survey Introduction for Campers 
The Floating Hospital seeks to engage in a brief evaluation of your camp 
experience. This includes asking you background questions (e.g. age, grade in 
school), while also obtaining your views about certain topics. We will ask such 
questions both at the beginning and at the end of your camp experience.  
 
Pre-Camp Survey for Campers 
PRE-CAMP: YOUR PERSONAL CODE 
Please provide answers that you are likely to remember when asked these 
questions again at the end of camp.  
  
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been  ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
 
Create a Personal Code:  
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
Or, for example, your Personal Code might be: 
RED – CHICKEN – WATER – HOODIE – SCHOOL 
 
Please remember your personal code. Write it down so you remember. You will 
put your Personal Code on all the surveys you take during your week at camp.  
You will NOT put your name on any survey. The use of a Personal Code means 





PART I: PRE-CAMP DEMOGRAPHICS AND BACKGROUND 
INFORMATION (PRE-C-DBI-9) 
 
Please provide a check mark (X) next to your answer: 
  
1)   I am:         ___Female     ___Male         Other 
   
2)  My age is:  _________ 
  
3) My race/ethnicity is as follows: (Please mark all that apply) 
__Black/African American 
__White/Caucasian / European American      
__Hispanic/Latino      
 __Asian  
__American Indian / Alaska Native        __Native Hawaiian / Pacific Islander 
__Arab American / Middle Eastern         __Other group(s) (specify)_________ 
  
4) Were you born in the United States?          Yes  No 
If answered “No” please write in your answers, below: 
Where was you place of birth or country of origin?  
___________________________  
At what age did you come to the US? _____ 
  
5) My GRADE LEVEL in this upcoming school year will be: 
___6        __8 __10        __12     
___7        __9 __11        __In another grade. Explain________________ 
 
6) The GRADES I got last year in school were mostly 
___As         (90-100) 
___Bs         (80-89) 
___Cs         (70-79) 
___Ds         (65-69) 
___Failing (Below 65) 
 
7) Last year I was ABSENT from school, or missed school 
___0-3 days 
___4-10 days 
___11-20 days  
___21-30 days  
___31 or more days 
 
8) For next year 
___I was promoted to the next grade 
___I have to repeat my last grade 
___I’m not sure 
 
9) For attending a summer camp 
__I never attended a camp, before 
__I attended a camp before 
__I attended the Floating Hospital camp last year 
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Read the questions below, and check (X) the answer that best applies to you 
from the options provided. 
 
PART II: PRE-CAMP RATINGS FOR SAYING NO TO SEX (PII) 
 
 




(e.g. not feeling ready to have sex, unsure about having sex; or it would be 
unsafe or too risky because no condom would be used; or a risk of getting 
a sexually transmitted infection or pregnant) … 
 
PII-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PII-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident  I could do this               
5-____ I am 100% confident I could do this 
 
PI-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PII-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 








PART III: PRE-CAMP RATINGS ON NEGOTIATING CONDOM USE  
(PIII) 
 
For the behavior of TALKING ABOUT THE NEED TO USE A 
CONDOM EVERY TIME, if you have sex  
 
 
(e.g. vaginal or anal or oral sex with any sexual partner—also known as 
negotiating condom use) …  
 
PIII-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PIII-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
5-____ I am 100% confident I could do this 
 
PIII-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PIII-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 









PART IV: PRE-CAMP RATINGS ON SAYING NO TO DRUG USE (PIV) 
 




(e.g. you do not want to use drugs, or are unsure) … 
 
PIV-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PIV-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
5-____ I am 100% confident I could do this 
 
PIV-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PIV-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 












PART V: PRE-CAMP RATINGS ON SAYING NO TO ALCOHOL USE 
(PV) 
 




(e.g. you do not want to drink, or are unsure) 
 
PV-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PV-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
5-____ I am 100% confident I could do this 
 
PV-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PV-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 







PART VI: PRE-CAMP RATINGS ON ENDING UNHEALTHY 
RELATIONSHIPS (PVI) 
 
For the behavior of ENDING UNHEALTHY RELATIONSHIPS,  
if being abused 
 
(e.g. boyfriend, girlfriend, or friend hits, punches, slaps, pushes, calls 
names, bullies, cyber-bullies, etc.) … 
 
PVI-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PVI-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
6-____ I am 100% confident I could do this 
 
PVI-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PVI-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 















SHORT SURVEY FOR AFTER TODAY’S LESSON: 
COMMUNICATION 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 






SHORT SURVEY FOR AFTER TODAY’S LESSON: 
SELF-ESTEEM/BODY IMAGE 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 






SHORT SURVEY FOR AFTER TODAY’S LESSON: 
ANATOMY 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 








SHORT SURVEY FOR AFTER TODAY’S LESSON: 
ALCOHOL AND DRUGS 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
PROVIDE YOUR RATING OF TODAY’S SESSION TOPIC ON 
 
ALCOHOL AND DRUGS 
 
 
I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
PUBERTY 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
PEER PRESSURE 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
PREGNANCY 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
CONTRACEPTION 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
GENDER AND SEXUALITY 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
PROVIDE YOUR RATING OF TODAY’S SESSION TOPIC ON 
 
GENDER AND SEXUALITY 
 
 
I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
HEALTHY RELATIONSHIPS 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
CONSENT 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
STIs and HIV/AIDS 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
PROVIDE YOUR RATING OF TODAY’S SESSION TOPIC ON 
 
STIs and HIV/AIDS 
 
 
I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 







SHORT SURVEY FOR AFTER TODAY’S LESSON: 
MEDIA LITERACY 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 





I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 






SHORT SURVEY FOR AFTER TODAY’S LESSON: 
MANAGING EMOTIONS AND  
CONFLICT NEGOTIATION 
 
The Floating Hospital seeks to engage in a brief evaluation of your 
camp experience. This short survey is part of that evaluation. 
 
ENTER YOUR PERSONAL CODE 
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
PROVIDE YOUR RATING OF TODAY’S SESSION TOPIC ON 
 
MANAGING EMOTIONS AND  
CONFLICT NEGOTIATION 
 
I rate what I knew about this topic BEFORE THIS CAMP LESSON 
as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
I rate what I NOW know about this topic AFTER THIS CAMP 
LESSON as: 
 













POST-CAMP SURVEY INSTRUCTIONS: THIS SURVEY IS TO BE GIVEN AT 
THE VERY END OF THE CAMP ACTIVITIES. 
Questions can be read aloud by the Camp Evaluator as an option, to make 
sure campers understand the questions.  
Post-Camp Survey Introduction for Campers 
The Floating Hospital seeks to engage in a brief evaluation of your camp 
experience. This includes asking you background questions (e.g. age, grade in 
school), while also obtaining your views about certain topics. We will ask such 
questions both at the beginning and at the end of your camp experience.  
 
Post-Camp Survey for Campers 
POST-CAMP: YOUR PERSONAL CODE 
Please provide the SAME answers that you provided BEFORE you started camp.  
  
For as long as I can remember, the color I seem to like best is ________ 
  
For as long as I can remember, my favorite food to eat has been ________ 
  
For as long as I can remember, my favorite thing to drink has been ________ 
  
For as long as I can remember, my favorite type of clothing has been   ________ 
 
For as long as I can remember, my favorite place to go has been ________ 
 
 
Create a Personal Code:  
For example, your Personal Code might be: 
BLUE – PIZZA – APPLE JUICE – SHORTS – ZOO 
 
Or, for example, your Personal Code might be: 
RED – CHICKEN – WATER – HOODIE – SCHOOL 
 
Please remember your personal code. Write it down so you remember. You will 
put your Personal Code on all the surveys you take during your week at camp.  
You will NOT put your name on any survey. The use of a Personal Code means 










Please provide a check mark (X) next to your answer: 
  
 
1)   I am:         ___Female     ___Male         Other 
   










__I attended camp every day this week 
__I missed 1 day of camp this week 






__I attended all the camp sessions this week 
__I missed 1 of the camp sessions this week 

























Read the questions below, and check (X) the answer that best applies to you 
from the options provided. 
 
PART II: POST-CAMP RATINGS ON SAYING NO TO SEX (PII) 
 




(e.g. not feeling ready to have sex, unsure about having sex; or it would be 
unsafe or too risky because no condom would be used; or a risk of getting 
a sexually transmitted infection or pregnant) … 
 
PII-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PII-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident  I could do this               
5-____ I am 100% confident I could do this 
 
PI-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PII-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 








PART III: POST-CAMP RATINGS ON NEGOTIATING CONDOM USE 
(PIII) 
 
For the behavior of TALKING ABOUT THE NEED TO USE A 
CONDOM EVERY TIME, if you have sex  
 
 
(e.g. vaginal or anal or oral sex with any sexual partner—also known as 
negotiating condom use) …  
 
PIII-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PIII-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
5-____ I am 100% confident I could do this 
 
PIII-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PIII-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 


















(e.g. you do not want to use drugs, or are unsure) … 
 
PIV-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PIV-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
5-____ I am 100% confident I could do this 
 
PIV-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PIV-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 










PART V: POST--CAMP RATINGS ON SAYING NO TO ALCOHOL USE 
(PV) 
 




(e.g. you do not want to drink, or are unsure) 
 
PV-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PV-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
5-____ I am 100% confident I could do this 
 
PV-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PV-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 











PART VI: POST-CAMP RATINGS ON ENDING UNHEALTHY 
RELATIONSHIPS (PVI) 
 
For the behavior of ENDING UNHEALTHY RELATIONSHIPS,  
if being abused 
 
(e.g. boyfriend, girlfriend, or friend hits, punches, slaps, pushes, calls 
names, bullies, cyber-bullies, etc.) … 
 
PVI-Q1. 
1-_____I am not thinking of doing this at all. 
2-_____I am thinking about doing this 
3-_____I am preparing or planning to do this 
4-_____I have already been doing this for less than 6 months. 
5-_____I have already been doing this for more than 6 months  
 
PVI-Q2. 
1-____I am 0% confident I could do this 
2-____ I am 20% confident I could do this 
3-____ I am 40% confident I could do this 
4-____ I am 60% confident I could do this            
5-____ I am 80% confident I could do this               
6-____ I am 100% confident I could do this 
 
PVI-Q3. 
1-___I have no knowledge about how to do this 
2-___I have low knowledge about how to do this  
3-___I have moderate knowledge about how to do this  
4-___I have high knowledge about how to do this  
5-___I have very high knowledge for how to do this 
 
PVI-Q4. 
1-___I have no support (encouragement) from friends/family/others for doing 
this 
2-___I have low support (encouragement) from friends/family/others for 
doing this 
3-___I have moderate (encouragement) from friends/family/others for doing 
this 
4-___I have high (encouragement) from friends/family/others for doing this 








PART IV: POST-CAMP RATING OF THE CAMP EXPERIENCE (POST-
ROTCE-23)  
 
1-For the ACTIVITIES at camp, I rate them as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 










3-For the LESSONS at camp, I rate them as 
 














PLEASE RATE THE FOLLOWING LESSONS FOR HOW THEY 
BENEFITTED YOU, HOW MUCH YOU LIKED THEM, AND HELPFUL THE 
INFORMATION TAUGHT WAS FOR YOU: 
 
5- I rate the lesson on COMMUNICATION as:  
 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
             
 
6- I rate the lesson on SELF-ESTEEM AND BODY IMAGE as:  
 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
7- I rate the lesson on ANATOMY as:  
 
 




8- I rate the lesson on DRUGS and ALCOHOL as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
9- I rate the lesson on PUBERTY as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
10- I rate the lesson on PEER PRESSURE as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
11- I rate the lesson on PREGNANCY as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
12- I rate the lesson CONTRACEPTION as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
13- I rate the lesson on GENDER AND SEXUALITY as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
14- I rate the lesson on HEALTY RELATIONSHIPS as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
15- I rate the lesson on CONSENT as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
16- I rate the lesson STIs and HIV/AIDS as: 
 






17- I rate the lesson MEDIA LITERACY as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
18- I rate the lesson MANAGING EMOTIONS & CONFLICT RESOLUTION as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
PLEASE PROVIDE RATINGS FOR THE FOLLOWING: 
 
19- I rate the COUNSELORS at camp as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
20- I rate the TEACHERS at camp as:  
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
21- I rate the OVERALL CAMP EXPEREIENCE as: 
 
__Very Poor __Poor __Fair __Good __Very Good __Excellent 
 
 
22- Would RECOMMEND this camp to other adolescents? 
__No  __Yes  __Not Sure 
 
23- In your own words, why would you recommend or not recommend this 
camp to other adolescents? What were the strengths and weaknesses of 
this camp? And, how could the camp experience be improved or made 

















Guide for Qualitative Data Analysis 
 
The Research Group on Disparities in Health (RGDH)—Director, Dr. Barbara C. 
Wallace, Professor of Health Education, Teachers College, Columbia University—highly 
values mixed methods dissertations that combine quantitative and qualitative methods. 
Typically, a dissertation is rooted in three to four theories (e.g. stages of change, self-
efficacy, diffusion of innovation) and surveys collecting quantitative data have a rationale 
in corresponding theory. Meanwhile, all surveys end with open-ended questions (1-3) 
that are analyzed for themes; some students use a qualitative data analysis package for 
this task. However, I recommend the following steps for analyzing qualitative data:  
• Myth: you do not need to read all of your qualitative data  
• Truth: you DO need to follow all these steps 
  
START WITH YOUR FIRST QUALITATIVE RESEARCH QUESTION  
 
1) ORGANIZE- copy and paste qualitative data from survey monkey into one file- -
organizing by question asked 
2) HIGHLIGHT - as you read it, highlight in yellow quotes that stand out--and, after 
you read about twenty answers, go back to the first highlighted yellow and in brackets at 
the end put an emergent theme:  
3) CREATE ACTION PHRASES - ITALICIZE AND BOLD - the emergent theme in 
brackets should be an action phrase--such as perceiving the need for 
supervision/training or striving to achieve positive outcomes or pursuing objectives by 
taking action 
4) LIST DOCUMENT FOR EMERGENT THEMES -as you continue to read beyond 
the first twenty answers, have a second document where you are copying and pasting 
your emergent themes--creating a LIST; as you read your twentieth to fortieth answer, 
start to just copy and paste the relevant emergent theme from your LIST, placing it in 
brackets where it applies  
5) THEMES EXPAND TO ACCOMMODATE MORE DATA - feel free to elaborate 
on the emergent theme to accommodate the answers you see (twentieth to fortieth 
answers); for example, perceiving the need for supervision/training/new curriculum or 
striving to achieve positive outcomes/goals/highest potential, or pursuing objectives by 
taking action/engaging in advocacy  
6) SEE HOW EXPANDED THEMES ACCOMMODATE ALL DATA - the new 
elaborated emergent themes now encompass ALL the examples (#1-20, 21-40)  
7) CLASSIFY ALL DATA BY THEMES - continue to go through all of your data 
(examples 41-100) and only highlight in yellow where needed, and mostly copy and paste 
the emergent theme in brackets; put any NEW emergent themes in your second document 
where you are copying and pasting your emergent themes--creating a LIST  
8) QUICKLY CONTINUE TO CLASSIFY ALL DATA BY THEMES - if you have a 
LOT of data, eyeball and read quickly examples (101-200)--searching for every place 
you can highlight in yellow a new emergent theme (e.g. feeling the focus is 
unnecessary/rebelling/not caring)--to place on your LIST; or, quickly copy and paste 
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where the new emergent theme fits in (e.g. #104 reflects the theme 
of perceiving the need for supervision/training/new curriculum) 
9) CREATE TABLE AND ORGANIZE BY REDUCED CATEGORIES THAT 
ENCOMPASS GROUPS OF THEMES: turn your final LIST of emergent themes (e.g. 
20) into a TABLE; search for CATEGORIES OF THEMES that 
may accommodate 3-5 of your emergent themes (fit under it like an umbrella); organize 
the LIST of emergent themes so groups appear under the higher order CATEGORIES. 
For example, there may be just 3 categories of solutions, or strategies, or complaints 
might each encompass 3-4 themes. 
10) ENTER FREQUENCY AND PERCENTAGE IN TABLE: go back and count the 
number of times each emergent theme appeared in your data; add to your TABLE n and 
% for number of times the emergent theme appeared--even as it is now under a 
CATEGORY in your table.  
 
REPEAT THE ABOVE PROCESS FOR THE NEXT QUESTION--NEXT BODY 
OF QUALITATIVE DATA  
Allow yourself to REPEAT your 3 categories of solutions, or strategies, or complaints 
which might each encompass 3-4 themes EVEN FOR THIS NEXT QUESTION 
 





Post-Camp Tables for Self-Ratings for Stage of Change, Self-Efficacy, 
 
Knowledge, and Social Support for the Five Behaviors of Focus 
 
 
Table K.1. Post-Camp Stage of Change for Five Behaviors 
 
 N % 
 
1-Post-Camp Stage of Change (N=23) 
Saying “no” to sex, if pressured to have sex   
[Mean=1.83, SD=1.154, Scale 1-5, Min=1, Max=5] 
1 (pre-contemplation)-I am not thinking of doing this it all 13 56.5 
2-(contemplation)-I am thinking about doing this 4 17.4 
3- (preparation)-I am preparing or planning to do this 4 17.4 
4-(action)-I have already been doing this for less than 6 months 1 4.3 
5- (maintenance)-I have already been doing this for more than 6 months 1 4.3 
 
2-Post-Camp Stage of Change (N=23) 
  
Talking about the need to use a condom every time, if you have sex 
[Mean=1.78, SD=1.126, Scale 1-5, Min=1, Max=5] 
1 (pre-contemplation)-I am not thinking of doing this it all 13 56.5 
2-(contemplation)-I am thinking about doing this 5 21.7 
3- (preparation)-I am preparing or planning to do this 3 13.0 
4-(action)-I have already been doing this for less than 6 months 1 4.3 
5- (maintenance)-I have already been doing this for more than 6 months 1 4.3 
 
3-Post-Camp Stage of Change (N=23) 
  
Saying “no” to drugs, if pressured to use them 
[Mean=1.39, SD=.988, Scale 1-5, Min=1, Max=5] 
1 (pre-contemplation)-I am not thinking of doing this it all 19 82.6 
2-(contemplation)-I am thinking about doing this 1 4.3 
3- (preparation)-I am preparing or planning to do this 2 8.7 
4-(action)-I have already been doing this for less than 6 months 0 0 
5- (maintenance)-I have already been doing this for more than 6 months 1 4.3 
 
4-Post-Camp Stage of Change (N=24) 
  
Saying “no” to alcohol, if pressured to drink 
[Mean= 1.38, SD=1.056, Scale 1-5, Min=1, Max=5] 
1 (pre-contemplation)-I am not thinking of doing this it all 21 87.5 
2-(contemplation)-I am thinking about doing this 0 0 
3- (preparation)-I am preparing or planning to do this 1 4.2 
4-(action)-I have already been doing this for less than 6 months 1 4.2 
5- (maintenance)-I have already been doing this for more than 6 months 1 4.2 
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Table K.1 (continued) 
 
 N % 
 
5-Post-Camp Stage of Change (N=24) 
  
Ending unhealthy relationships, if being abused 
[Mean=1.75, SD=1.294, Scale 1-5, Min=1, Max=5] 
1 (pre-contemplation)-I am not thinking of doing this it all 16 66.7 
2-(contemplation)-I am thinking about doing this 3 12.5 
3- (preparation)-I am preparing or planning to do this 2 8.3 
4-(action)-I have already been doing this for less than 6 months 1 4.2 
5- (maintenance)-I have already been doing this for more than 6 months 2 8.3 
 
Table K.2. Post-Camp Self-Efficacy for Five Behaviors 
 
 N % 
 
1-Post-Camp Self-Efficacy (N=23) 
Saying “no” to sex, if pressured to have sex   
[Mean=3.04, SD=2.325, Scale 1-6, Min=1, Max=6] 
1- I am 0% confident I could do this 12 52.2 
2-I am 20% confident I could do this 0 0 
3- I am 40% confident I could do this 2 8.7 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 2 8.7 
6- I am 100% confident I could do this 7 30.4 
 
2-Post-Camp Self-Efficacy (N=23) 
  
Talking about the need to use a condom every time, if you have sex 
[Mean=3.52, SD=2.333, Scale 1-6, Min=1, Max=6] 
1- I am 0% confident I could do this 9 39.1 
2-I am 20% confident I could do this 1 4.3 
3- I am 40% confident I could do this 2 8.7 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 2 8.7 
6- I am 100% confident I could do this 9 39.1 
 
3-Post-Camp Self-Efficacy (N=23) 
  
Saying “no” to drugs, if pressured to use them 
[Mean=3.30, SD=2.458, Scale 1-6, Min=1, Max=6] 
1- I am 0% confident I could do this 11 47.8 
2-I am 20% confident I could do this 1 4.3 
3- I am 40% confident I could do this 1 4.3 
4-I am 60% confident I could do this 0 0 
5- I am 80% confident I could do this 0 0 
6- I am 100% confident I could do this 10 43.5 
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Table K.2 (continued) 
 
 N % 
 
4-Post-Camp Self-Efficacy (N=24) 
  
Saying “no” to alcohol, if pressured to drink 
[Mean=3.25, SD=2.364, Scale 1-6, Min=1, Max=6] 
1- I am 0% confident I could do this 11 45.8 
2-I am 20% confident I could do this 1 4.2 
3- I am 40% confident I could do this 2 8.3 
4-I am 60% confident I could do this 1 4.2 
5- I am 80% confident I could do this 0 0 
6- I am 100% confident I could do this 9 37.5 
 
5-Post-Camp Self-Efficacy (N=24) 
  
Ending unhealthy relationships, if being abused 
[Mean=3.50, SD=2.432, Scale 1-6, Min=1, Max=6] 
1- I am 0% confident I could do this 11 45.8 
2-I am 20% confident I could do this 0 0 
3- I am 40% confident I could do this 0 0 
4-I am 60% confident I could do this 1 4.2 
5- I am 80% confident I could do this 2 8.3 
6- I am 100% confident I could do this 10 41.7 
 
Table K.3. Post-Camp Knowledge for Five Behaviors 
 
 N % 
 
1-Post-Camp Knowledge (N=23) 
Saying “no” to sex, if pressured to have sex   
[Mean=3.78, SD=1.506, Scale 1-5, Min=1, Max=5] 
1- I have no knowledge about how to do this 4 17.4 
2-I have low knowledge about how to do this 1 4.3 
3- I have moderate knowledge about how to do this 1 4.3 
4-I have high knowledge about how to do this 7 30.4 
5- I have very high knowledge about how to do this 10 43.5 
 
2-Post-Camp Knowledge (N=23) 
  
Talking about the need to use a condom every time, if you have sex 
[Mean=3.61, SD=1.672, Scale 1-5, Min=1, Max=5] 
1- I have no knowledge about how to do this 6 26.1 
2-I have low knowledge about how to do this 0 0 
3- I have moderate knowledge about how to do this 1 4.3 
4-I have high knowledge about how to do this 6 26.1 
5- I have very high knowledge about how to do this 10 43.5 
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Table K.3 (continued) 
 
 N % 
 
3-Post-Camp Knowledge (N=23) 
  
Saying “no” to drugs, if pressured to use them 
[Mean=3.70, SD=1.769, Scale 1-5, Min=1, Max=5] 
1- I have no knowledge about how to do this 6 26.1 
2-I have low knowledge about how to do this 1 4.3 
3- I have moderate knowledge about how to do this 0 0 
4-I have high knowledge about how to do this 3 13.0 
5- I have very high knowledge about how to do this 13 56.5 
 
4-Post-Camp Knowledge (N=24) 
  
Saying “no” to alcohol, if pressured to drink 
[Mean=3.58, SD=1.692, Scale 1-5, Min=1, Max=5] 
1- I have no knowledge about how to do this 6 25.0 
2-I have low knowledge about how to do this 1 4.2 
3- I have moderate knowledge about how to do this 1 4.2 
4-I have high knowledge about how to do this 5 20.8 
5- I have very high knowledge about how to do this 11 45.8 
 
5-Post-Camp Knowledge (N=23) 
  
Ending unhealthy relationships, if being abused 
[Mean=3.65, SD=1.748, Scale 1-5, Min=1, Max=5] 
1- I have no knowledge about how to do this 6 26.1 
2-I have low knowledge about how to do this 1 4.3 
3- I have moderate knowledge about how to do this 0 0 
4-I have high knowledge about how to do this 4 17.4 




Table K.4. Post-Camp Social Support for Five Behaviors 
 
 N % 
 
1-Post-Camp Social Support (N=23) 
  
Saying “no” to sex, if pressured to have sex   
[Mean=3.00, SD=1.758, Scale 1-5, Min=1, Max=5] 
1- I have no support (encouragement) from friends/family/others for 
doing this 
8 34.8 
2-I have low support (encouragement) from friends/family/others for 
doing this 
2 8.7 
3- I have moderate support (encouragement) from friends/family/others 
for doing this 
3 13.0 
4-I have high support (encouragement) from friends/family/others for 
doing this 
2 8.7 
5- I have very high support (encouragement) from friends/family/others 
for doing this 
8 34.8 
 
2-Post-Camp Social Support (N=23) 
  
Talking about the need to use a condom every time, if you have sex 
[Mean=2.91, SD=1.807, Scale 1-5, Min=1, Max=5] 
1- I have no support (encouragement) from friends/family/others for 
doing this 
9 39.1 
2-I have low support (encouragement) from friends/family/others for 
doing this 
2 8.7 
3- I have moderate support (encouragement) from friends/family/others 
for doing this 
2 8.7 
4-I have high support (encouragement) from friends/family/others for 
doing this 
2 8.7 
5- I have very high support (encouragement) from friends/family/others 
for doing this 
 
8 34.8 
3-Post-Camp Social Support (N=23)   
Saying “no” to drugs, if pressured to use them 
[Mean=2.65, SD=1.945, Scale 1-5, Min=1, Max=5] 
1- I have no support (encouragement) from friends/family/others for 
doing this 
12 52.2 
2-I have low support (encouragement) from friends/family/others for 
doing this 
2 8.7 
3- I have moderate support (encouragement) from friends/family/others 
for doing this 
0 0 
4-I have high support (encouragement) from friends/family/others for 
doing this 
0 0 
5- I have very high support (encouragement) from friends/family/others 




Table K.4 (continued) 
 
 N % 
 




Saying “no” to alcohol, if pressured to drink 
[Mean=2.83, SD=1.857, Scale 1-5, Min=1, Max=5] 
1- I have no support (encouragement) from friends/family/others for 
doing this 
10 41.7 
2-I have low support (encouragement) from friends/family/others for 
doing this 
3 12.5 
3- I have moderate support (encouragement) from friends/family/others 
for doing this 
1 4.2 
4-I have high support (encouragement) from friends/family/others for 
doing this 
1 4.2 
5- I have very high support (encouragement) from friends/family/others 
for doing this 
9 37.5 
 
5-Post-Camp Social Support (N=24) 
  
Ending unhealthy relationships, if being abused 
[Mean=3.04, SD=1.876, Scale 1-5, Min=1, Max=5] 
1- I have no support (encouragement) from friends/family/others for 
doing this 
9 37.5 
2-I have low support (encouragement) from friends/family/others for 
doing this 
3 12.5 
3- I have moderate support (encouragement) from friends/family/others 
for doing this 
0 0 
4-I have high support (encouragement) from friends/family/others for 
doing this 
2 8.3 
5- I have very high support (encouragement) from friends/family/others 
for doing this 
10 41.7 
 
